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MESSAGE FROM THE EDITOR

DEAR COLLEAGUES,

| am delighted to introduce to you the first Consortium Psychiatricum issue
of 2022. We open this year with the thematic issue on old-age psychiatry,
which was prepared in collaboration with Dr. Debanjan Banerjee, a specialist
in geriatric psychiatry from India, as a guest editor.

In this issue, our aim was to highlight topics that have been somewhat
overshadowed in the traditional professional discussions in the field
of geriatric psychiatry — the human rights of older adults, policy in providing
medical care for a diverse old-age population, and sexual health in later life.
Thus, we focused mostly on the humanistic aspects of old-age psychiatry.
We do hope that the positions, statements, and voices of both professionals
and professional associations, like the World Psychiatric Association,
International Psychogeriatric Association, and SAARC Psychiatric Federation
that we publish in this issue, will be heard by mental health specialists,
policymakers, and other stakeholders, and will add to improvements in the
mental health of older people worldwide.

Present-day challenges were reflected in the research paper devoted to the
changes in the brain tissue of older people with histories of COVID-19 and
areview on loneliness among the elderly, while opportunities are presented
in the reviews about technology-based neurocognitive assessment in the
elderly and novel therapeutic options in the treatment of Alzheimer disease.
Experiences of sexuality and sexual health in older persons have been
explored by Dr. Debanjan Banerjee in his research.

We continue our traditional rubric on community psychiatry around the
world and publish papers on the organization of community mental care
in the Kyrgyz Republic and Azerbaijan.

I would like to thank Professor Afzal Javed and Professor Svetlana Gavrilova
for writing editorial papers for this issue. | would also like to express special
gratitude to Dr. Debanjan Banerjee, whose enthusiasm, creativity, and
professional devotion helped this issue to happen.

I wish you pleasant reading.

George Kostyuk,
Editor-in-Chief, Consortium Psychiatricum
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MESSAGE FROM THE GUEST EDITOR

DEAR ALL,
Greetings from India!

It is my pleasure to present to you this special issue of the Consortium
Psychiatricum, themed on Old Age Psychiatry. This issue reflects months
of work by both the authors and editorial team, which has resulted in a rich
academic collection.

The world is facing rapid population aging. Older persons face unique
biopsychosocial challenges in terms of their mental health and wellbeing, which
have further surfaced during the ongoing COVID-19 pandemic. A significant
mental health burden exists amongst older adults that is, unfortunately,
compounded by the social problems of ageism, marginalization, stigma,

loneliness, and elder abuse. Hence, research needs to be tailored to the
needs of this vulnerable part of the population that can lead to evidence-
based mental health and policy interventions.

This issue comprises research works from leading experts in geriatric
psychiatry from across the world, with special notes from Dr. Afzal Javed
(President, World Psychiatric Association) and Dr. Carlos Augusto Mendonca
de Lima (Chair, WPA — Section of Old Age Psychiatry). The content
is multi-dimensional in nature, covering loneliness, rights of older persons,
policy changes and risk-reduction strategies, the special needs of sexual
minorities, psychosexual health, technology-based assessments in old age
mental health, neurocognitive disorders, and the neurobiological effects
of COVID-19. Another highlight of this issue is a special SAARC meeting report
of International Psychogeriatric Association (IPA) Old Age Mental Health
Awareness Week 2021.

I hope this thematic issue will serve as a sound reference framework for
mental health professionals, physicians, social workers, and policymakers
alike working in the field of geriatric mental health. We welcome feedback
from readers to improve on our work and look forward to further issues
in this relevant yet somewhat neglected field.

Dr. Debanjan Banerijee,
Guest Editor

Consortium Psychiatricum | 2022 | Volume3 | Issue 1 3



Table of contents

EDITORIAL

Mental Health of Older Adults:
an Agenda for Action

Afzal Javed

The Evolution of Diagnostic Boundaries

of Alzheimer’s Disease and Novel
Therapeutic Options

Svetlana Gavrilova

POLICY STATEMENT

Towards a WPA Position Document
on the Human Rights of Older Adults
with Mental Health Conditions

Carlos Augusto de Mendonga Lima

OPINION

Mental Health Promotion and Risk
Reduction Strategies for Mental
Disorders in Older Persons:

Why Should Governments

and Policymakers Care?

Kiran Rabheru

REVIEW
Loneliness Among the Elderly:
a Mini Review

Sandeep Grover

Technology-based Neurocognitive
Assessment of the Elderly:
a Mini Review

Swapanjeet Sahoo, Sandeep Grover

Symptomatic Profile of Cariprazine

in the Context of ICD-11 Domains

for Schizophrenia: Review of Clinically
Oriented Studies

Alexey Pavlichenko, Anna Gubina

16

22

30

37

45

RESEARCH

“Love in the Later Years...” Perceptions
of Sex and Sexuality in Older Indian
Adults — a Qualitative Exploration

Debanjan Banerjee, TS Sathyanarayana Rao

A Comparison of Regional Brain Volumes
in Older Adults With and Without History
of COVID-19

Timur Syunyakov, Maxim Sharaev, Victor Savilov,

Olga Karpenko, Marat Kurmysheyv, Vyacheslav Yarkin,
Vadim Ushakov, Alexander Bibyaev, Kristina Soloviova,

Alisa Andruschenko

COMMENTARY

Healthy Longevity Among the LGBTQIA+
Population: From Neglect to Meeting
Their Needs

Henrique Pereira, Debanjan Banerjee

CONFERENCE REPORT

The WPA-IPS-SPF-AFPA Joint Panel
Discussion Organized by the IPA: Voices
from South Asia Regarding Older People’s
Mental Health Advocacy and Services
Debanjan Banerjee, Afzal Javed, G Prasad Rao,

Gautam Saha, Sudarshan Narsingh Pradhan

SPECIAL ARTICLE

Outpatient Services for People
with Mental Disorders in the Kyrgyz
Republic: What Is Next?

Elena Molchanova, Elena Kosterina, Olga Yarova,

Lilia Panteleeva

Community-Based Mental Health
Services in Azerbaijan: a Course
Toward Development

Fuad Ismayilov

62

76

88

92

98

106

Consortium Psychiatricum | 2022 | Volume3 | Issue 1



EDITORIAL

Mental Health of Older Adults:
an Agenda for Action

Mcnxumyeckoe 300poBbe NOXKUbIX JIOAEN: NPOrPaMMa AeNCTBUN

doi: 10.17816/CP156
Editorial

Afzal Javed
World Psychiatric Association (WPA),

Geneva, Switzerland

The world's population is ageing rapidly. Estimates by the
United Nations (UN) and World Health Organization (WHO)
suggest that between 2015 and 2050, the proportion of the
world's older adults will almost double from about 12%
t022%[1]. In absolute terms, this is an expected increase from
900 million to 2 billion people over the age of 60. Older people
face unique physical and mental health challenges that need
to be recognized. Mental health and well-being are particularly
important in older age. While most have good mental health,
many older adults are at high risk of developing mental and
neurological disorders, as well as other medical conditions.
Similarly, as people age, they are more likely to experience
a number of conditions at the same time [2]. Besides, there
are numerous social, psychological, and ecological factors
that can impact the mental wellbeing of older people.

There are multiple prejudices about the meaning of
mental illness in old age. Many older adults today still see
mental illness as a sign of weakness and are unlikely to admit
their difficulties. In addition, symptoms of dementia and
depression are too often considered a part of normal
aging. Older people may be vulnerable to multiple risk
factors for mental health problems and, like adults, older
people may experience life stressors common to all people
in addition to the challenges that are more common in later
life, like a significant ongoing loss in capacities and a decline
in functional ability. Additionally, older people are more
likely to experience events such as bereavement, or a drop
in finances with retirement. Limitations in mobility, frailty,
and other medical health problems may require additional
and long-term care. All these factors can result in isolation,
loneliness, or psychological distress amongst older people,
for which they may require specialized care. Likewise,
mental health conditions can have a significant impact

| Adszan OxaBep,
BcemupHas ncuxuampuydeckas accoyuayus (WPA),

Xenesa, LLigeliyapus

on an older adults’ ability to carry out the basic activities
of everyday life, leading to reductions in their independence,
autonomy, and quality of life. Unfortunately, mental health
conditions are not often diagnosed and treated. Many older
adults struggle without proper help, or simply without any
help at all. Besides, ageism and age-based discrimination,
which are prevalent globally, threaten the human rights
and dignity of older people, enhancing the risks of elder
abuse, limited help-seeking, and loneliness. The ongoing
Coronavirus Disease 2019 (COVID-19) pandemic has further
widened the gaps inherent to later-life health inequalities,
leading to marginalization and human rights crises in this
age group [3]. Hence, additional focus on research related
to the mental health conditions of older people is warranted
to improve service and policy interventions.

The World Psychiatric Association (WPA) recognizes
old age mental health problems as a public health
challenge and calls for global action to ensure a better
understanding of care for elderly people [4, 5]. The WPA's
Section of Old Age Psychiatry (WPA-SOAP) has been
extremely active in improving the knowledge in this area
and in advocating a better mental health for older adults
around the world. The WPA thus strongly supports the
International Psychogeriatric Association (IPA) and joins
their efforts to ensure that older persons with mental
health conditions and psychosocial disabilities are not
discriminated against on the basis of their age, their
mental health, or psychosocial disability status, and are
treated as full citizens enjoying all rights on an equal
basis with other citizens. The Joint Statement of WPA-IPA
is a step forward in empowering our psychogeriatric
colleagues’ efforts to raise awareness among mental
health professionals regarding the human rights of older

6 CC BY-NC-ND 4.0 license © Authors, 2022
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persons [6]. Collaborating on dialog- and evidence-based
practices on mental health challenges among older adults
thus represents an urgent need.

Mental health care has undergone a paradigm shift
in recent years to a rights-based approach and the same
applies to all ages. The UN Decade of Healthy Ageing
(2021-2030) calls for advocacy, an age-friendly environment,
combatting ageism, and integrated care among older
people [7]. It is a global collaboration in line with the
last decade of Sustainable Developmental Goals (SDG)
that serve as a framework for professionals, academics,
civil societies, governments, and international agencies
to “improve the lives of older people, their families, and the
communities they live in”. A vital decade-enabler of this global
initiative is “strengthening research, data, and innovation.”

Against this backdrop, the publication of a thematic
issue on old age psychiatry by Consortium Psychiatricum
is indeed a great initiative and | hope this issue will
generate increased attention amongst the scientific
community to the problem of delivering mental
health care for the old age population. This issue
caters to various dimensions related to mental health
care among older adults: human rights advocacy,
psychosexual health,
interventions, and COVID-19-related neurobiological
changes, to name but a few.

This thematic issue may have the potential to sensitize
mental health professionals across the globe towards the
mental health needs of, and challenges faced by older

loneliness, technology-based

people. It may also serve as a resource for researchers
and academicians in the field of geriatric psychiatry.

Best Wishes,
Afzal Javed
President, World Psychiatric Association
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EDITORIAL

The Evolution of Diagnostic Boundaries
of Alzheimer’s Disease and Novel
Therapeutic Options

DBOJIOUMA ANArHOCTUYECKUNX rpaHunL 6one3Hu Anbureﬁmepa M HOBbIE TepaneBTn4Yeckune
BO3MO>XXHOCTH
doi: 10.17816/CP152

Review
Svetlana Gavrilova I CseTnaHa FaBpusioBa
Mental Health Research Center, OIBHY «Hay4HbIl yeHmp ncuxu4eckoz2o 300p08bs»,
‘
ol Moscow, Russia Mockea, Poccusi
ABSTRACT

Over the past three decades, the definition and diagnostic boundaries of Alzheimer's disease (AD) have been repeatedly
revised due to significant progress in understanding of the pathogenesis of neurodegeneration associated with
Alzheimer’s disease and in the development of high-tech diagnostic methods. The current approach to AD diagnostics
relies on the detection of biomarkers that reflect two main neuropathological processes involved in the primary
neurodegeneration that underlies AD: abnormal amyloidogenesis, and neuronal degeneration. The currently available
diagnostic tools are limited to the detection of cerebrospinal biomarkers and/or assessment of the abnormal amyloid
and tau protein burden in the brain via amyloid and tau positron emission tomography (PET) ligands. Practical
implementation (mostly in the research field) of the biological model of AD diagnosis has led to a significant expansion
of its diagnostic boundaries with the inclusion of predementia AD stages: asymptomatic and symptomatic, the latter
is clinically corresponding to amnestic mild cognitive impairment (aMCl-amnestic mild cognitive impairment). On the
one hand, this approach significantly expands the possibilities to study and use preventive technologies aiming to avert
or delay the progression of predementia cognitive impairment to dementia but, on the other, it is associated with
a number of negative implications from both the clinical and ethical points of view. A significant limitation of purely
biological diagnosis of AD based on biomarker levels is due to the low prognostic value of biomarkers, which can cause
diagnostic confusion in certain circumstances. Moreover, since the future evolution of the asymptomatic stage is not
yet clear and there are still no reliable ways to prevent the cognitive and behavioral symptoms associated with AD,
disclosure of stressful information about this “terrifying” diagnosis to patients can cause irreversible damage by
triggering depressive disorder, which is a risk factor of AD itself.

The current knowledge about AD prognosis in amyloid-positive cognitively unimpaired patients is insufficient.The
most adequate approach to early AD diagnostics appears to be the clinical and biological model, as recommended
by the International Working Group (IWG 2021), which requires a combination of the clinical AD phenotype and the
detection of biomarkers specific to this disease.

The article discusses the potential directions for the development of biological diagnostic methods, including those
based on the so-called peripheral (serum) biomarker technologies and promising directions for the development
of biological methods of secondary AD prevention.

AHHOTALU WA
3a nocnegHne Tpu gecatuneTnsa geuHNLNS U AnarHocTnyeckme rpaHnupl bonesHn Ansureimepa (BA) HeogHOKpaTHO
nepecMaTpuBannCb, YTO BbIIO CBA3AHO C CyLLLECTBEHHbIM MPOrPecCcoM B MOHUMAaHMM NaTOreHeTUYeCKNX MeXaHN3MOB

8 CC BY-NC-ND 4.0 license © Authors, 2022 Consortium Psychiatricum | 2022 | Volume3 | Issue 1
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anbLUreiMepoBCKON HelpojereHepaum 1 B pa3paboTke BbICOKOTEXHOMOIMUYHOM AMArHOCTUYECKON TeXHUKU.
CoBpeMeHHbIV MOAXO4 K AMarHocTnke BA onmvpaeTcd Ha OTKpbITYE 6MOMapKepoB,0TPaXKaroLWMX fABa MaBHbIX
HelponaTonorm4eckx NpoLecca, BOBMEUYEHHbIX B pa3BUTVe NEPBUYHOI HelipodereHepaLun, nexalleli B ocHose BA, —
aHOMa/IbHOro aMunoungoreHesa 1 HelpoHanbHOM AereHepauun. CyllecTBylOLMe CerofHs AmMarHoctuyeckme
TEXHONOMNM OrPaHNYMBAOTCA BbIBAEHNEM JIMKBOPHBLIX COMOMapKepoB WU/WUAN OLEHKOM PacnpoCTPaHeHHOCTH
B CTPYKTYpax ro/I0BHOr0 MO3ra aMUiIouAHONM 1 Tay-NaTonornmy ¢ MOMOLLbH MO3UTPOHHO-3MUCCUOHHOV TOMorpadum
(M3T) c nivraHgamu beTa-ammunonga 1 Tay npoterHa. BHegpeHve B NpakTuky (B 60bLUIen Mepe — nccaefoBaTeNbCKyH)
61010rNYeckoi MOAeNN AUArHOCTUKX BA MpmBeno K 3HaYUTEeNIbHOMY PaCLUVPEHUIO ee AMAarHOCTUYeCKNX
rpaHnL, 3a CYeT BK/IOYEHWS AOAEMEHTHbIX CTajuli 3abofieBaHWst — acMMMATOMaTLnyeckon (beccMMTOMHOW)
1 CUMNTOMATUNYECKON, KITMHNYECKN COOTBETCTBYIOLLEN CUHAPOMY MSATKOrO KOFHUTUBHOIO YXYALLEHWNS aMHECTNYeCKOro
Tna (@aMCl-amnestic mild cognitive impairment). Tako noAxo4, ¢ OAHOW CTOPOHBI, CyLLeCTBEHHO pacLuMpsieT
BO3MOXHOCTU N3YyYeHUSI N MPUMEHEHUSI MPEeBEHTUBHbIX TEXHONOMI, HanpaBAeHHbIX Ha NpeAoTBpaLLeHne 1an
3aMejneHne nepexosa B AeMeHLMI0 JOAEMEHTHbIX KOTHUTUBHbIX PACCTPOMCTB, HO C APYrol CTOPOHbI COMpPsiXeH
C PSAOM HeraTuBHbIX MOCNEACTBUNA KAMHNYECKOrO N 3TUYeCKoro niaHa. CyLiecTBeHHbIM OrpaHnYeHneM YNCTO
6ronornyeckor AnarHocTmkm BEA Ha ocHoBe onpegeneHus 6MOMapKepoB ABASETCA HU3Kasi MPOrHocTMnyeckas
LIeHHOCTb 61MOMapKepPHbIX KpUTEPMEB, KOTOPas MOXeT B OfpejesieHHbIX Cayvasx Co3jaBaTb AMarHOCTUYECKYHo
nyTaHuuy. Kpome Toro, packpbiTre CTpeccoreHHo MHGopMaummy o «CTPaLLHOM» AMarHose naumeHTy npu ToMm,
YTO TPaeKToOpUs PasBUTUA acMMMTOMATUYECKON CTaAnN eLle HaJeXHOo He onpejesieHa 1 Bce ellle HeT HaZeXHoro
cnocoba NpeAoTBPaTUTL Pa3BUTNE KOTHUTUBHbLIX U MOBeAEHYEeCKNX CUMMNTOMOB, CBSA3aHHbIX C BA, MOXeT HaHecTn
HernonpaBuMBbIli Bpe NaLneHTy, CNPOBOLMPOBAB AeNpecCMBHOr0 PaccTPOCTBa, KOTOpoe caMo Mo cebe ABaseTcs
0AHUM 13 GaKTOpOB purcka BA.

Ha coBpeMeHHOM 3Tamne Hemo/HbIX 3HaHWA O MPOrHose pasBUTUA BA Yy aMUAOUA-MO3UTUBHBIX KOTHUTUBHO
COXPaHHbIX NaLMeHTOB, Hanbonee agekBaTHbIM MOAXOAOM K PaHHel AnarHocTuke BA nNpeAcTaBAsSeTcs KANHUKO-
6ronornyeckas AnarHocTnyeckas Mogenb, pekomeHayemas paboyeri rpynnoi IWG 2021,koTopas TpebyeT coueTaHus
KAnHn4Yeckoro ¢eHotnna bA 1 BbisBneHMA 61omMapkepoB,XxapakTepHbIX A5 3TOro 3abonesaHus.

B paboTe 06CyxatoTcA BO3SMOXHbIE HanpaBieHs pa3BUTUA 6MON0rn4ecknx MeToA0B ANAarHOCTUKN, B TOM YnCe,
B 06/1aCT Tak HasblBaeMbIX Nepupeprnyeckmx (CbIBOPOTOUHbIX) BUOMapKepHbIX TEXHOMOTUIA 1 NepCrnekTUBHbIe
HanpasfieHVs B pa3paboTke 610N0rMyYeckxX MeTo40B BTOPUYHOM NpodunakTnkm bA.

Keywords: Alzheimer's disease; diagnostic boundaries; biomarkers; treatment; secondary prevention
KnroueBble cnoBa: 60/1e3H6 Anblyzelimepa; duazHocmuyveckue 2paHUYbI; 6UOMApKepbl; AeYeHue;, 8MopUYHAs
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INTRODUCTION developed and developing countries, and will almost

A global issue of the 21st century is combating socially
significant diseases, including neurodegenerative diseases
accompanied by dementia, primarily Alzheimer's disease
(AD). AD currently affects more than 50 million people
worldwide and, based on the prognosis of the World
Health Organization (WHO) and Alzheimer's Disease
(worldwide federation of Alzheimer's
disease associations), this number is expected to reach

International

150 million by 2050. The medical, social, and economic
consequences of AD are expected to show a trend
of exponential growth over the next few years as a result
of the demographic changes currently underway in both

certainly lead to an increasing proportion of elderly and
senile individuals in the population and to an inevitable
increase in the number of individuals with dementia
among them. Over the next 30-40 years, almost every
currently living person will presumably be affected by
dementia either as a patient or as a caregiver. The highest
growth in morbidity is expected in low- and middle-
income countries, Russia being one of the latter. The
proportion of patients with dementia in these countries
is predicted to increase from 58 to 71% of the global
dementia population. Dementia caused by AD places
a huge economic burden on a country and society in
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general. In the USA alone, medical care and long-term
care expenditures associated with dementia (in more
than 60% of cases associated with AD) are estimated
to be 355 billion dollars [1].

Despite massive in the
global market of drugs used for the treatment of this
disease, AD still inevitably leads to severe disability

and death. After more than thirty years of highly active

investments, primarily

research in neurobiology and neuropharmacology, and
tremendous financial expenses comparable to the annual
budget of an average European country, there are still
no drugs that can not only reduce the clinical severity
of the disease symptoms but also reliably modify its
course, i.e., stop or significantly delay its progression.

EVOLUTION OF THE VIEWS OF ALZHEIMER'S
DISEASE DIAGNOSTICS

Experts in this area believe that one of the main reasons
for such poor outcomes of AD treatment is the late
start of therapeutic intervention. In clinical practice, AD
is generally first diagnosed only at the stage of clinically
apparent dementia, i.e., at the stage of advanced
neurodegeneration. Therefore, there is an urgent need to
develop routine methods for the diagnosis of AD at an
early, predementia — or even pre-symptomatic — stage
of neurodegeneration, i.e., when neuropathological
abnormalities specific to Alzheimer’s disease are present,
but no clinical symptoms are yet manifesting. Experts
estimate that this asymptomatic stage may last for
at least 20 years. According to some researchers, at this
earliest stage of the pathological process the maximum
therapeutic effect, focused on preventing the transition
from predementia cognitive impairment to dementia, can
be expected. In the last decade, important progress has
been made in the development of in vivo biomarkers
of AD, which significantly help in both understanding
the pathogenesis of this disease and determining its
diagnostic boundaries. The NINCDS-ADRDA [2] diagnostic
criteria were first revised in 2007. The International
Working Group (IWG) led by Professor B. Dubois [3]
proposed to consider AD a clinical-biological entity based
on a combination of in vivo biomarkers (cerebrospinal
fluid biomarkers or MRI signs of atrophy together with
FDG PET hypometabolisms in certain brain areas or
autosomal dominant mutations) and a specific clinical
phenotype. Consequently, the definition of AD applies
not only to dementia but also to the predementia stage.

In 2010, the same working group proposed the inclusion
of two predementia stages, the asymptomatic and the
symptomatic, within the diagnostic boundaries of AD. The
asymptomatic stage applies to people with AD biomarkers
in the absence of clinical manifestations. The diagnosis
of symptomatic stage applies to patients who clinically
meet the criteria of mild cognitive impairment (MCl)
or mild neurocognitive disorder (DSM-5 terminology),
and in whom AD biomarkers have been detected [4]. The
diagnostic criteria were further improved in 2011. Under
the auspices of the US National Institute on Aging (NIA)
and the Alzheimer’s Association (AA), the working group
developed guidelines on the diagnosis of AD comprising
two sections: the first includes a set of clinical criteria
that can be used in the healthcare practice since they
do not require high-technology neuroimaging studies
or cerebrospinal fluid tests; the second includes a set
of exploratory criteria to be used for research purposes
and in clinical trials of novel drugs [5]. These exploratory
criteria require mandatory detection of biomarkers
using either high-technology neuroimaging methods
(amyloid PET or tau PET) or cerebrospinal fluid tests
in the diagnosis of AD. Depending on the presence and
nature of detected biomarkers, AD criteria are divided
into four levels of diagnostic certainty based on the
presence of biomarkers reflecting amyloid pathology
only, neuronal degeneration only, or both.

According to these new NIA-AA criteria, the diagnostic
boundaries of AD encompass not only dementia and
symptomatic AD but also the asymptomatic stage. Thus,
the diagnosis of AD can be established before the onset
of cognitive symptoms [6]. The diagnosis is based on the
detection of specific biomarkers reflecting the localization
and nature of Alzheimer's neurodegeneration. These
include biomarkers indicating the accumulation of
amyloid-p (low cerebrospinal fluid amyloid-3 42 and/or
high tracer retention in amyloid PET) and biomarkers
confirming neuronal degeneration (high cerebrospinal
fluid tau, both total and phosphorylated) and FDG PET
hypometabolism in the temporo-parietal cortex, along
with signs of brain matter atrophy via structural MRI. An
important limitation of these diagnostic criteria is the
lack of standardized values for each biomarker. The
researchers admit that some aspects of AD diagnostic
criteria based on biomarker validation may require
revision in the future. Presumably, such revisions will be
regularly made as new information becomes available.
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Although the diagnostic criteria above were intended
for research purposes only, they raised controversy
due to their potential extension to clinical practice,
for example, if positive biomarkers are detected
in cognitively unimpaired elderly and senile individuals
who never develop clinical symptoms of AD throughout
their lives. Problems also arise when AD biomarkers
are detected in patients with a clinical presentation
of another neurodegenerative disease (e.g., Parkinson’s
disease or Lewy body dementia), i.e., when Alzheimer's
neuropathology is some form of comorbidity. The
implementation of a diagnostic approach based on
Alzheimer's biomarkers in practice is also problematic
due to the lack of consistent biomarker thresholds. The
delimitation between positive and negative patients for
any given biomarker significantly varies between studies.
At the same time, any changes in biomarker thresholds,
e.g.,, as diagnostic technologies improve, will have
a significant impact on both the diagnostic boundaries
of AD and disease staging.

Moreover, a significant limitation of the purely biological
definition and, respectively, diagnostic boundaries
for AD solely based on biomarker levels is the low
predictive value of biomarker-based criteria. Several
longitudinal studies showed that positive AD markers
in asymptomatic individuals are not sufficient to predict
symptoms typical for clinical AD phenotypes, i.e., aMCl
or Alzheimer’s dementia.

In particular, in the INSIGHT study [7, 8], no clinical
signs, either cognitive, behavioral, or neuroimaging, were
observed during 5 years in 83% of amyloid-positive
elderly patients (mean age at the study entry: 77 years)
compared with the baseline characteristics of these
patients or with a cohort of amyloid-negative individuals
of the same age. The results of another prospective study
(ALBA) confirmed the data above: 81% of elderly patients
from a cohort of amyloid-positive individuals (mean age
at the beginning of the prospective study: 75 years) also
showed no cognitive decline after 6 years.

Moreover, in a large cohort of cognitively unimpaired
elderly individuals (576 subjects with a mean age of
71 years), amyloid and diffuse tau pathologies were
found in a quarter (24%) of subjects [9].

Other studies [10, 11] showed that similar amyloid and
tau pathologies were detected via PET imaging using
appropriate tracers in both cognitively unimpaired elderly
individuals and subjects with mild cognitive impairment.

Moreover, biomarker-based diagnosis of AD in
cognitively unimpaired elderly and senile individuals
has negative ethical aspect. Telling cognitively sound
individuals that they have an irreversible disease
associated in public opinion exclusively with inevitable
severe disability, dependency, and death will negatively
affect their compliance and patient-
doctor interactions, aside from the potential negative

treatment

psychological reaction to this “terrifying” diagnosis.
Given that the future evolution of the asymptomatic
stage is not yet clear and there are still no reliable ways
to stop the progression of cognitive and behavioral
symptoms associated with AD, disclosure of this stressful
information to a patient can cause irreversible damage
by triggering depressive disorder, which is a risk factor
of AD itself. When Alzheimer's biomarkers are detected
in cognitively unimpaired individuals, they can only be
informed that they are at risk of progressive cognitive
impairment rather than being diagnosed with a preclinical
stage of AD. This will cause no psychological damage and
can even help in discussing the strategy of preventive
measures with the patient with the aim of eliminating
the potentially modifiable risk factors or in discussing
the benefit-to-risk ratio of the preventive treatment that
is offered to the patient.

It should also be noted that AD diagnosis based on
biomarker detection rather than clinical phenotype can
potentially create diagnostic confusion. This is particularly
true for cognitively unimpaired individuals of very old age
(85 years and older), almost all of whom have subjective
complaints of memory-related problems and a few
signs of AD based on PET biomarker and cerebrospinal
fluid testing. According to IWG-2021 [12], detection
of AD biomarkers is not sufficient to reliably predict
the progression of asymptomatic stage to clinical
AD symptoms. The author shares this view.

According to experts, the relationship between the
presence of amyloid beta and tau pathology on the one
hand, and progressive cognitive decline on the other
is still uncertain at the individual level [13].

However, a pressing issue in improving the AD diagnostics
and a prerequisite for future use of preventive antidementia
strategies in neurodegenerative diseases is finding
so-called peripheral AD biomarkers, i.e., markers that
can be measured in blood serum or other body fluids
(urine, saliva). In contrast to those currently used, such
markers do not require traumatic invasive methods
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(e.g., spinal puncture) or high technology that are
extremely costly and thus unavailable in general
medical practice (such as amyloid or tau PET, FDG PET,
etc.). It must be emphasized that the aforementioned
limitations of biomarker use in routine clinical practice
must equally apply to peripheral biomarkers.

A certain degree of progress in the detection of
serum biomarkers has been achieved in recent years.
Modern approaches (proteomics, metabolomics, mass
spectrometry) have helped to discover a number of
proteins, their metabolites, or combinations of several
protein molecules that are assumed to be potential
peripheral markers of AD [14-16]. However, to confirm the
diagnostic significance and to determine the thresholds
of these new biomarkers, they must be validated,
including in prospective or follow-up studies. Candidates
currently evaluated as possible early diagnostic markers
of AD include P-glycoprotein (P-gp); microRNAs (miRNASs),
and free copper ions [17].

Russian researchers have proposed the following
possible diagnostic serum AD markers: low expression of
amyloid degradation enzyme neprilysin [18]; changes in
ratio of sphingolipids sphingomyelin and ceramide [19],
anti-p75 receptor antibody levels [20], etc. Studies are
currently being developed to evaluate the sensitivity,
specificity, and reliability of these biomarkers for the
diagnosis of AD at the predementia stage.

From our point of view, considering the multifactorial
nature of the neurodegeneration associated with
Alzheimer's and its heterogenous phenotypes, developing
a multimodal panel of biomarkers appears to be more
reasonable than expecting that a single biomarker that can
reliably confirm the Alzheimer-related nature of cognitive
decline will be discovered. AD is known to develop as
a result of a combination of multiple pathogenic factors,
including genetic, environmental, constitutional, somatic,
and temporal factors. Heterogenous combinations of such
factors result in various AD phenotypes: familial and
sporadic, presenile (early-onset) and senile (late-onset),
pure and mixed, i.e., combined with other types of brain
disease. Thus, a multimodal panel of biomarkers should,
in theory, better reflect the complex nature of this disease,
although the assessment of such data would entail
a number of additional challenges and the algorithm for
the analysis of their diagnostic value is yet to be developed.

In this regard, new data on the pathogenetic role
of neuroinflammation in the development of AD are

of particular interest [21-23]. A correlation has been
established between increased inflammatory marker
levels and the severity of cognitive disorders in AD patients,
as well as the progression of cognitive decline in older
age. A prospective three-year study in a cohort of
252 elderly patients with aMCl showed that a low-grade
systemic inflammatory response detected based on the
levels of certain cytokines, tumor necrosis factor, and CRP
in peripheral blood serum predicts a significant increase
in cognitive decline or progression to dementia within
the next three years [24]. It was also shown that such an
integrative parameter as the ratio of leukocyte elastase
(LE) enzymatic activity and alphal-proteinase inhibitor
(alpha1-PlI) functional activity has a statistically significant
correlation with the probability of AD in patients with
aMCI [23]. These data served as the basis for developing
the Alzheimer's disease immune test [25]. Thus, the
results of recent clinical and immunological studies create
new opportunities to develop a novel pathogenetic model
of AD and new diagnostic approaches based on this
model. However, further significant efforts are needed
to validate the peripheral biomarker-based criteria and
to standardize the biomarker tests before they can be
used as part of patient care.

NEW APPROACHES TO DRUG THERAPY

FOR ALZHEIMER'S DISEASE

An equally pressing task at present is to find effective
methods of pharmacological intervention able to stop or
substantially delay neurodegeneration that has already
started and thus prevent or delay the onset of dementia
for several years. If this issue is not solved, the ultra-early
diagnosis of AD or another progressive neurodegenerative
disorder leading to dementia becomes a purely scholastic
activity which is not only useless to the patients but can
even subject them to significant harm by causing chronic
psychological stress and depression, which is in itself
a risk factor of dementia in elderly individuals.

Over the last several decades, multiple — and
increasingly well-designed — clinical trials have been
conducted to evaluate various drugs (nonsteroidal anti-
inflammatory drugs, Ginkgo Biloba, statins, estrogens,
progesterone, vitamins E and C, betacarotene, folic acid,
selenium, etc.) presumed to exert disease-modifying
effects. Unfortunately, none of the investigated agents
demonstrated reliable preventive effects, i.e., the ability
to prevent or delay dementia. The anti-amyloid strategies
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for AD therapy extensively investigated over the last few
years in international programs using various amyloid
targeting drugs have also failed to yield significant clinical
results. A clear breakthrough in this regard, however,
was the FDA approval of aducanumab, which is an anti-
amyloid drug. It was approved for AD predementia and
mild dementia stages. Although it has a rather narrow
therapeutic window, this drug opens new opportunities
in the prevention or delaying dementia associated
with AD, provided that treatment is initiated at the
symptomatic stage, i.e., in amyloid-positive individuals
with aMCl.

The analysis of previously used methods of prevention
and treatment showed that in the vast majority of
cases, treatment goals were aimed at blocking certain
pathogenetic links of AD or mitigating the consequences
of long-term neurodegeneration. However, attempts
to influence the existing compensatory mechanisms
in the human brain, i.e., the so-called endogenous system
of brain defense and recovery were only made as part
of small pilot studies. The endogenous brain defense
system consists of a number of natural neurobiological
processes, including neuroprotection, neurotrophic
regulation, neuroplasticity, and neurogenesis, which
ensure the survival of neurons exposed to certain
damaging factors.

Under natural circumstances, these components
of the endogenous brain defense system are regulated
by natural neurotrophins such as NGF, BDNF, etc. In the
last decade, neurotrophins, in particular NGF, became
very promising candidates for the treatment of AD,
as it was shown that low neurotrophic support plays
an important role in the pathogenesis of Alzheimer's
neurodegeneration. NGF prevented cholinergic neurons
degeneration after experimental damage of basal
forebrain septo-hippocampal nuclei and averted the
progression of cognitive disorders in experimental animals.
Unfortunately, natural neurotrophins cannot cross the
blood-brain barrier due to the large size of the molecules,
whereas low-molecular-weight synthetic neurotrophins
are not yet available. Thus, studies of already approved
neurometabolic drugs with demonstrated neurotrophin-
like properties became a new area of clinical research.
In particular, the researchers turned their attention to the
long-known-about drug Cerebrolysin, which was used
in the treatment of cerebrovascular diseases about half
a century ago. New data are available on its biological

and clinical effects due to the biologically active low-
molecular-weight peptides present in its composition,
part of which are similar in structure and chemical
properties to natural neurotrophins [26]. Experimental
data suggest that Cerebrolysin has sustained effects
on neuropathological manifestations of AD: it reduces
the formation of amyloid plaques and synaptic deficit
in experimental animals, increases survival and
structural integrity of neurons following exposure to
pathophysiological stressors [27, 28], and can prevent
the degeneration of cholinergic neurons [29].

A meta-analysis of six randomized, placebo-controlled
studies demonstrated significant therapeutic effects of
this drug based on the assessment of cognitive functions
and its overall clinical effectiveness in the treatment
of mild to moderate AD [28]. The results of a relatively
small (110 patients) three-year comparative, prospective,
parallel group study which showed significant effects
in preventing the conversion of aMCl to the dementia
associated with AD in elderly patients treated with two
yearly courses of Cerebrolysin therapy are of particular
interest in investigating the possible preventive anti-
dementia effects of this drug [30].

Moreover, a recent clinical and immunological study
conducted as part of the development of a strategy
of preventive therapy for dementia in elderly patients
with aMCl identified immunological markers of long-term
therapeutic effects of Cerebrolysin [31].

Overall, the data above regarding the role of
neuroinflammation and immune response in the
development of AD create new opportunities to develop
methods to correct the immune response as a promising
direction of secondary dementia prevention in patients

with early predementia manifestations of AD.

CONCLUSIONS

One-fifth of people aged 65 years and older are
reported to have mild cognitive impairment (MCl), and
the number of such patients in developed countries is
steadily increasing. About one half of elderly individuals
with aMCl are diagnosed as MCI associated with AD
(or the predementia stage of AD) based on biomarker
measurements. This implies the progressive nature
of cognitive decline and its probable conversion
to dementia within the next three years. This particular
category of elderly individuals can be viewed as the

most accessible “window” for interventions aimed
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at preventing the dementia associated with AD. The results
of a few longitudinal studies indicate that preventive drug
interventions such as antidiabetic or neurotrophin-like
agents may reduce the rate of conversion to dementia.
Therefore, the assumption that agents potentially
increasing brain neuroplasticity along with anti-amyloid
drugs should be used as prevention therapy appears to be
promising. Experimental data confirm that several drugs,
such as Cerebrolysin, citicoline, and acetyl-L-carnitine
used in clinical practice for other indications, can influence
endogenous brain defense and recovery mechanisms.
Considering the phenotypic
heterogeneity of Alzheimer's neurodegeneration, one
can assume that multimodal and multicomponent

and pathogenetic

preventive interventions directed at multiple causes
of cognitive decline progression in individuals at risk
of AD, in particular elderly people with aMCl, could help
to reduce the rate of conversion to dementia. However,
only the results of prospective, randomized, placebo-
controlled studies in large cohorts of patients with MCl
of a biomarker-confirmed Alzheimer-related nature can
provide clarity in this regard.
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POLICY STATEMENT

Towards a WPA Position Document
on the Human Rights of Older Adults
with Mental Health Conditions

K AOKYMEHTY C U3JZ10keHnem nosnuunn BCQMVIpHOVI I'ICVIXVIanW-IECKOﬁ accoumnaumm
no Bonpocy cobsoaeHna npaB NOXXUAbIX IOAEN C NCUXUYECKUMU PaCcCTPONCTBAMMU
doi: 10.17816/CP150

Short communication

| carlos Augusto de Mendonga Lima | Kapnoc Ayrycto ae MeHpoHca Jiuma
Centre Médical du Jorat, Méziéres, Switzerland MeduyuHckuli yeHmp Axcopam, Me3seep, LLiseliyapus
ABSTRACT

The increasing number of older adults in countries across the world is a huge challenge to those that are in charge
of promoting, protecting, and implementing their human rights. This task is particularly difficult in the absence
of a strong international framework addressing the principles required to guide the actions to combat all human rights
violations. The existence of such a specific framework for older adults with mental health conditions is justified in view
of the particular vulnerability of this section of the population by virtue of societal ageism, stigmatization, exclusion,
as well as the disability and dependency which mental health conditions in old age may confer. The present article
is a development of a previous statement by the International Psychogeriatric Association and the World Psychiatric
Association Section of Old Age Psychiatry. As there is a call to all organizations to support efforts to combat Human
Rights violations among older adults, a text will be submitted to the Executive Committee of the World Psychiatric
Association to approve an official position statement on Human Rights of Older Persons with Mental Health Conditions.

AHHOTALMA

PacTyLiee 4ncno NOXMbLIX NH0AEN BO BCeX CTPaHaxX Mu1pa sSiBASeTcs 60bLLIOK NpobnemMor Ans Tex, KTo oTBeyaeT
3a MPOABVKEHWe, 3aLLMTY 1 peannsaumio Npae 3TOM rpynnbl HaceneHus. 3a4aya AOMoIHNTENIbHO YCIOXHAETCS BBUAY
OTCYTCTBUSA YCTOSIBLUENCS MeXAYHAPOAHOV CUCTEMBbI, ONpeenstoLLei NPUHLMMIbLI paboTbl OpraHmn3aLmii, 6oproLLmxcs
3anpa.a YenoBeka. HeobxoAMMOCTb CO34aHMA cneundrnyeckor Ana NOXUAbIX NFAEN C NCUXMYECKMN pacCTPONCTBaMU
CUCTEMbl OCOBEHHO OMpaBAaHa BBUAY MOBbILLEHHON YA3BUMOCTI 3TOV rpynnbl HaceNeHUs 1U3-3a ANCKPUMUHALMN
Mo BO3pPacTHOMY NMPU3HaKY, CTUrMaTU3aLmm, U30N8LMK, @ TakxKe MHBaNUAN3aLN U 3aBUCUMOTO MOOXEHWST, C KOTOPbIMI
MOTYT CTONIKHYTbCS IFOAM MOXMA0r0o BO3pacTa C NCUXMYECKMU paccTpoicTBaMu. B HacTosLWwel cTaTbe pa3BrBaeTCs
paHee N3/10XeHHas No3unums MexayHapoAHOR ncuxorepuaTpuyeckoit accoumanmm n Cekumm NCUXmMaTpumv NosgHero
BO3pacTa BceMypHOl ncnxmatpryeckoin accoumanmmn. Nockonbky Npr3biB NojaepXkaTb AeNCTBUSA, HanpaBieHHble
Ha 60pbbY 3a NpaBa NOXMbIX Nt0Aei, 0bpaLLieH KO BCeM OpraHu3aLmam, TEKCT ByaeT NpeacTaBieH NCNONHUTEIbHOMY
KOMUTETY BceMUpPHOI NcuxmaTpuyeckoin accoumaumm na yTeepXaeHns odnumanbHon NosmumMm B OTHOLLEH WM
CobNtoAeHNA NpaB NOXWAbIX IOAEN C NCUXMYECKUMIN pacCTpoiCTBaMU.

Keywords: o/d-age mental health; old-age psychiatry; human rights of older adults; convention on the rights of older
people

KnroueBble cnoBa: ncuxu4eckoe 300p08be 8 NOXUMOM 803pACMeE, NCUXUAMPUS NO30He20 803pACMaA; NPA8A Ye/N08eKa
8 NOXCU/IOM 803paCME; KOHBEHYUS NO NPABAM NOXUALIX AH00el
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INTRODUCTION

“There is no older adults’ mental health in absence
of respect for the Human Rights principles”. This
statement is the leitmotiv of this article, which intends
to determine the basis of a World Psychiatric Association
position statement on Human Rights of Older Adults with
Mental Health Conditions, as proposed by the Section
of Old Age Psychiatry.

The rapid ageing of world population will contribute
to increase the proportion of persons aged 65 years and
more from 9% in 2020 to 16% by 2050, when 1.5 billion
people will be over 65 years. This growth is not restricted
purely to developed countries [1]. It is estimated that
approximately 20% of these persons will have mental
health conditions such as dementia, depression, anxiety,
and substance abuse, often complicated by physical and
psychosocial comorbidities culminating in disability.

According to the Global Burden of Diseases 2019 [2],
mental disorders remained among the top ten leading
causes of burden worldwide. In people aged 50 and over,
depressive and anxiety disorders are the leading causes
of disability-adjusted life-years (DALYS) and years lived
with disability (YLDs), with all ages included (and this
without the inclusion of neurological disorders, such as
dementia, and substance abuse disorders).

One must recognize thatin a world of limited resources
and with the majority of mental health systems around
the globe in crisis, the gap between older people’s needs
in terms of health and well-being and the offer of support
is increasing sharply, accompanied by several violations
of basic human rights. Healthy ageing implies much more
than just the satisfaction of older persons’ needs: it also
includes support for the ageing process throughout their
lifetimes. In this sense, the refusal to invest in mental
health may contribute to a reduction in economic
outcomes. 17% of the global workforce is aged 55 or
over, so supporting the mental health of these older
workers may help to sustain the economies of families
and nations alike, and reduce the burden of diseases [3, 4].

Older adults may experience multiple jeopardies
of discrimination and stigma conferred by age itself
(ageism) and by having mental disorders (“mentalism”) [5].
Older adults with mental health conditions are often
segregated in institutions where they have to live far from
other members of the community, their voices being
‘invisible’, with no support to protect themselves against
abuse, neglect, or violence. These victims of ageism and

mentalism are often sidelined and disproportionately
excluded from all kinds of protection, including those
sustaining life: this was particularly observed during the
COVID-19 pandemic [6]. This “grossly unmet need” for
rights-based mental health and psychosocial care is the
result of a combination of factors, including the failure to
incorporate the voices of those most affected in health
and government policy and inadequate environmental,
social, home, and family support [7]. The voices of older
people themselves are often missing in health and policy
interventions that are, ironically, intended for them.

A global organization able to articulate the needs
of older adults experiencing the highest disease burden
remains absent. The non-existence of an institution with
the capacity to ensure the protection of that rights of older
adults may be understood as being a consequence of the
fact that when the United Nations and the WHO were
created in 1945 and 1948, respectively, demography was
not in favor of older adults. The global life expectancy
at that time was still quite low, and the number of older
adults worldwide was not particularly significant. This has
dramatically increased due to improved life-expectancy:
if in 1950 there were seven children aged less than 15 for
per older adult, by 2050 this ratio will be in the region of 1:1.
In terms of sheer numbers, this appears concerning as the
population which is vulnerable and needs human rights
protection is massive, and indeed is continuing to grow.

TOWARD A WPA POSITION STATEMENT

Itis now necessary more than ever that all organizations
able to advocate and act to protect the Human Rights
of Older Adults with Mental Health Conditions take a clear
position on this matter. The International Psychogeriatric
Association (IPA) with the World Psychiatric Association
Section of Old Age Psychiatry (WPA-SOAP) have already
published a joint statement [7]. The challenge now
is to invite the WPA to publish a position statement on
this same matter.

Key to the WPA's mission and work is ensuring the
ethical treatment and care of those people around the
world suffering from mental health conditions and,
thus, the ethical responsibilities of those providing
treatment. Although there may be cultural, social,
and national differences, the need for ethical conduct
and continual review of ethical standards is universal.
WPA has developed ethical guidelines for psychiatric
practice and position statements on topics relevant
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to psychiatric practice and the role of psychiatrists. The
position statements are prepared by the WPA Executive
Committee. These would present the views of the WPA
on public health and social matters relevant to mental
health, as well as the functioning of the WPA itself. The
WPA is a global association representing 145 psychiatric
societies in 121 countries, bringing together more than
250,000 psychiatrists. The association has formal links
with the WHO. According to the Journal Citation Reports,
the WPA's official journal, World Psychiatry, is the Number
1-ranked journal in psychiatry and in the Social Science
Citation Index.

Two position statements have already been published
in October 2017 by WPA related to the theme of Human
Rights. The first concerns the WPA Bill of Rights for
Persons with Mental Iliness [8]. In this statement, the
WPA urges ALL Governments to ensure that persons with
mental health conditions are not discriminated against
based on their mental health status, and are treated as
full citizens enjoying all rights with equality and respect.
With this statement, the WPA supported the efforts of the
international community as expressed through various
international human rights Covenants and Conventions
and, more particularly, the United Nations Convention on
the Rights of Persons with Disabilities (CRPD). The WPA
still reiterates that persons with mental health conditions
have the capacity to hold rights and exercise their rights
and should, therefore, be treated with dignity, equality,
and respect.

The second position statement is the WPA Position
Statement on the Rights of Persons with Disabilities [9].
The UN Committee on the Rights of Persons with
Disabilities indicated its belief that the CRPD precludes
any non-consensual hospitalization or treatment, or the
appointment of a substitute decision maker for an
incapable person, under any circumstances whatsoever.
It bases this belief on the view that “the existence of an
impairment...must never be grounds for denying legal
capacity.” The WPA has found the interpretation of the
CRPD to be unconvincing and potentially extremely
harmful to persons with disabilities themselves.

Throughout the position statement, the WPA sustains
the strong belief that non-consensual hospitalization
and treatment and the use of substitute decision making
have appropriate roles to play in protecting the interests
of persons with severe mental disorders, when used
in appropriate cases, with careful oversight and rigorous

procedural protections. The WPA strongly supports efforts
to assist persons with decisional impairment to recover
capacity, so that they can make their own decisions
with autonomy. Hence, the WPA requested that the
UN Committee reconsider its interpretation of the CRPD,
and recommended that subsequent amendments to the
CRPD clarify the importance and legitimacy of protecting
people with severe mental disorders when they lack the
capacity to defend their interests or protect themselves.

The CRPD, which is celebrating 10 years of operation,
was a crucial step towards protecting the Human Rights
of People with Disabilities. It is regretful that the authors
of this Convention thought it unnecessary to introduce
a specific article on older adults with disabilities. There
is one on Women with Disabilities (Article 6) based on
the recognition that women and girls with disabilities are
subject to multiple forms of discrimination, and in this
regard shall take measures to ensure the full and equal
enjoyment by them of all human rights and fundamental
freedoms. There is another article concerning Children
with Disabilities (Article 7) that ensures the full enjoyment
by children with disabilities of all human rights and
fundamental freedoms on an equal basis with other
children. This absence of a specific article protecting the
interests of older adults is another argument to advocate
the establishment of a specific convention on the rights
of older people [10, 11].

GENERAL PRINCIPLES OF HUMAN RIGHTS OF OLDER
ADULTS WITH MENTAL HEALTH CONDITIONS

In a previous consensus statement [5], the WPA Section
of Old Age Psychiatry (WPA-SOAP) has recognized that
there are existing frameworks outlining Human Rights
Principles for Older People [12, 13] and for people with
mental illnesses [14]. It was also considered in a previous
WPA-SOAP consensus statement [5] that several health
professional organizations have developed codes of
practice that embody ethical principles and human
rights. However, the rights of older people under these
documents have not been actualized due to ageism,
systemic inertia, mentalism, and failure to recognize
the specific needs of older adults with mental health
conditions. The existence of such a specific framework
for older adults with mental health conditions is justified
in view of the particular vulnerability of this section of the
population by virtue of societal ageism, stigmatization,
exclusion, as well as the disability and dependency
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which mental health conditions in old age may confer.
An international convention could potentially provide
a legal framework for the recognition, protection, and
implementation of human rights among older people.
It is a collective responsibility of all related organizations/
bodies to support and call for such a convention.

The WPA-SOAP consensus statement [5] proposed
the following general principles, which should underpin
any such framework:

+ Independence. Older adults with mental conditions
have the right to contribute usefully to society and
to make their own decisions on matters affecting
their lives and deaths;

* Safety and dignity. With this principle, it was
recognized that older people with mental health
conditions have the right to live safely, with adequate
food and housing, free of violence, abuse, neglect,
and exploitation

«  Care and treatment. This principle affirms the right
of older people with mental health conditions
to benefit from family and community care and
protection and to be given access to healthcare
to help them maintain or regain their optimum level
of function and well-being and prevent or delay
deterioration.

PROPOSAL FOR A WPA POSITION STATEMENT

ON HUMAN RIGHTS OF OLDER ADULTS

WITH MENTAL HEALTH CONDITIONS

The following text is a draft that will be submitted
to the WPA Executive Committee to propose a final WPA
position statement on Human Rights of Older Adults with
Mental Health Conditions.

The World Psychiatric Association (WPA), a global
organization representing nearly 250.000 psychiatrists,
urges ALL Governments and Intergovernmental agencies
to ensure that older persons with mental health conditions
are not discriminated against based on their age and on their
mental health status and are treated as full citizens enjoying
all rights on an equal basis with other citizens. The respect
of basic Human Rights is essential to ageing with dignity.
Human Rights sustain the ethical and the legal framework
to support healthy ageing and to protect those whose
autonomy and self-determination may be compromised by
the presence of mental health conditions.

The WPA supports the efforts of the international
community as expressed through various international rights
covenants and conventions, but recognizes the limitations
of these documents in actualizing the rights of older people
due to ageism, systemic inertia, and failure to recognize the
specific needs of older adults with mental health conditions.
Critical health perspectives and social considerations tailored
to the needs of older people are warranted to safeguard their
human rights and promote health equity.

The WPA reiterates that older adults with mental health
conditions are owed exercise of these rights and to be treated with
respect and dignity on an equal basis with other citizens. Human
Rights most relevant to older persons’ mental health include, but
are not limited to, the rights to (not in any hierarchical order) [7]:
1. enjoyment of the highest attainable standards of

affordable mental and physical health, including at
the end of life [15], and respecting specific needs that
arise on account of disability [16];
2. autonomy with equal recognition before the law,
including the right to equal legal capacity, expression
of will and preferences, with support for decision-making
when required [5, 17];
dignity and quality of life [18, 19];
an ageism-free world [20];
the absence of any distinction based on gender [21]

S AW

safeguarding against undue influence and abuse,

freedom from cruel, inhumane, degrading treatment,

and punishment [5, 17];

7. living independently and being included in the
community, participating in the cultural and social life
of the community [22];

8. making contributions to the community through work
or other activities, and to be protected during these
activities as any other citizens [4];

9. provision of adequate income to meet basic needs for
food, housing, clothing, and other necessities [4, 22];

10. accessible, integrated, affordable housing, the right to which
is protected even when legal capacity is compromised [22];

11. living in a safe environment, including protection against
climate negative consequences on mental health [23];

12. accessible leisure and education as available to other
citizens;

13. respect for family, relationships, sexual health, and the
right to intimacy [24);

14. confidentiality and privacy; and

15. to practice a spiritual life of one’s choosing [25].
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WPA has identified key strategies to promote, sustain and

protect these rights including 8, 9:

* the publication of a United Nations convention on the
rights of older persons that could provide a framework
for limiting social and economic inequities, insecurities
and vulnerabilities; to promote opportunities to improve
older persons quality of life and to articulate further
developments in the future;

* the creation of an international agency with capacity
and resources to lead and coordinate UN activities
related to human rights of older persons, to propose
guidance to promote physical, mental, social wellbeing
and related political and economic aspects. This agency
could offer support to national governments, collaborate
with the efforts of civil organizations working in the field
and implement policies, programmes and services;

« active collaboration and joint advocacy by all national
and international organizations working for the rights
of older people, especially with respect to sensitizing the
Governments for action.

WPA strongly recommends integration of future generations
of older persons in all such developments related to the Human
Rights of older persons in coordination with other agencies
to support the humanity-enhancing need to age well. An
international convention will go a long way in providing a legal
and systemic framework for protecting the human rights of older
adults and thus facilitate healthy ageing. WPA has identified key
strategies to promote, sustain and protect these rights including:
* the publication of a United Nations convention on the

rights of older persons that could provide a framework
for limiting social and economic inequities, insecurities
and vulnerabilities; to promote opportunities to improve
older persons quality of life and to articulate further
developments in the future;

* the creation of an international agency with capacity
and resources to lead and coordinate UN activities
related to human rights of older persons, to propose
guidance to promote physical, mental, social wellbeing
and related political and economic aspects. This agency
could offer support to national governments, collaborate
with the efforts of civil organizations working in the field
and implement policies, programmes and services;

« active collaboration and joint advocacy by all national
and international organizations working for the rights
of older people, especially with respect to sensitizing the
Governments for action.

WPA strongly recommends integration of future generations
of older persons in all such developments related to the
Human Rights of older persons in coordination with other
agencies to support the humanity-enhancing need to age well.
An international convention will go a long way in providing
a legal and systemic framework for protecting the human
rights of older adults and thus facilitate healthy ageing.
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Mental Health Promotion and Risk
Reduction Strategies for Mental
Disorders in Older Persons: Why Should
Governments and Policymakers Care?

CTpaTerumn yny4lieHuns NcUXmMyeckoro 340p0oBbA U CHUXKEHUA PUCKA Pa3BUTUSA
NCUXNYECKUX PACCTPOMCTB Y NOXKUAbIX JI0AEN: noyeMy 06 3TOM [0/1KHO
no3aboTnTbCA rocyaapcTeo?
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ABSTRACT

There is no health without mental health. These are both indispensable human rights and are prerequisite to living
one’s life with dignity. Unfortunately, mental health systems have been in crisis, with burden of mental illness being
among the ten leading healthcare-related issues worldwide, with no measurable reduction in such for over 30 years.
Concurrently, the demographic clock continues to tick. Toady's 703 million people aged 65 or older are projected
to reach 1.5 billion by the year 2050. Of these, 20% will suffer with serious mental health conditions. At the heart
of the global crisis for older people is ageism, frequently intersecting with ableism, mentalism, sexism, and racism.
These biases result in the violation of older peoples’ human rights every day, with the resultant poor quality of life
and premature death. They are compounded by major gaps in legislation, policies, and practices, rendering the
central transformative promise of the UN’'s 2030 Agenda to “Leave No One Behind” a very elusive goal. Evidence-
based interventions designed to prevent or reduce the risk of common mental health conditions and psychosocial
disability are already available. All governments and policymakers have a major role to play in the promotion of good
mental health and the prevention of mental illness by integrating these into public health and general social policy.
This requires adopting, implementing, and scaling up of evidence-based, cost-effective interventions to reduce the risk
of the development of mental disorders and providing access to adequate treatment when needed for older persons.
All governments and policymakers also have a pivotal role to play in leading and supporting a UN convention on the
human rights of older people. A UN convention would help combat ageism at the national and international levels by
ensuring integration of monitoring and enforcement mechanisms to effectively implement policies and laws that could
address discrimination, inequity, and the protection of human rights of older people, including their mental health.

AHHOTALUNA

Mcmxmnyeckoe 30poBbe He MeHee BaxHO, YeM du3snyeckoe. BO3MOXHOCTb 3a60TUTLCA O CBOEM MCUXUYECKOM
N GU3NYECKOM COCTOSTHUN — HeoTbeM/IeMoe MPaBo Kaxoro YesoBeka N 0bsA3aTenbHOe YCIoBMe COXpaHeHs
JoCTOVHCTBA. K coxaneHunto, npoLecchl, HanpasieHHble Ha COXPaHeHMe NCUXMYECKOro 340P0Bbs HaceNeHs, Janekm
OT CoBepLUEeHCTBa. Y>xe 6onee 30 eT Ncuxmyeckme 3a601eBaHNS BXOAAT B AeCATKY CaMbIX MPO6eMHbIX HanpasneHui
MVPOBOTO 3PaBOOXPaHEH NS, 1 MPeAMNOChINOK AN YAyULLeHNs CMTyalmmn noka He HabntogaeTcs. HaceneHne 3eman
NPOAO/IXAeT CTapeTb: ec/n ceriyac B MUpe HacumnTbiBaeTcst 703 MH Ntojeln B Bo3pacTe 65 net 1 ctaplLue, To k 2050 rogy
1NX KONMYeCTBO BbIpacTeT A0 1,5 MapA. Mo nporHosam, y 20 % 13 HUX 6yAyT ANarHOCTMPOBAHbI Cepbe3Hble NCVXnyeckme
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PacCcTPONCTBA. INAKN3M — OfHa W3 FNaBHbIX MPUYMH F106anbHOro Kpursnca B chepe 3aLuThbl 340POBbS MOXMAOr0
HaceneHvs, Hapsay C 36AN3MOM, MEHTANN3MOM, CEKCU3MOM U Pac3MOM.

Bce 3T dopMbl AUCKPUMUHALMN eXeAHEBHO MPUBOAAT K HapyLUEeHWIO MpaB MOXWAbIX JHOAEN, CHUXKEHWIo
KayvecTBa X XXU3HW 1 NpexXAeBpeMeHHON cMepTr. B 3HaunTeNbHOM cTeneHr 3TOMY COCOBCTBYHOT MHOMOYNCAEHHble
npobebl B 3aKOHOAATEIbHOM, MONTUYECKOI 1 NPpaKTYeckor paboTe. VIMeHHO MO3TOMY OZHa 13 OCHOBHbIX Liene,
0603HaveHHbIX B cTpaTernn pa3sutia OOH Ha 2030 rog — Leave No One Behind (He ocTaBnsTb HUKOMO B CTOPOHE) —
HaCTONBbKO TPYAHOAOCTMXMMA. TeM He MeHee yxKe pa3paboTaHbl Hay4HO 060CHOBaHHbIE MHCTPYMEHTbI MPOdUNAKTIKN
1N MUHUMU3aLMN PUCKa Pa3BUTUSA PaCcipOCTPaHeHHbIX MCUXMYECKX 3aboneBaHUi 1 MCUXOCOLManbHOM Ae3ajanTaumm
HaceneHus. Knroyesyto posib B YyULLIEHUN NCUXMYECKOrO 340P0BbS U MPOPUAAKTUKIA MCUXUYECKNX 3a601eBaHNIN NrpatoT
opraHbl rocyfapCTBEHHOM BAACTU: OT HUX 3aBUCUT, BYAyT N BKAOYEHbI 3T BOMPOChI B MOMUTUKY O6LLECTBEHHOMO
34paBOOXPaHEHNS 1 06LLEro coLManbHOro passuTmsS.

Ans 3Toro Heob6XxoAMMO pa3paboTaTb, BHEAPUTb W PACMPOCTPAHUTL MPOrpaMMy HayYHO-O6OCHOBAHHbIX
1 3KOHOMUYECKN 3PPEeKTUBHBIX Mep MO CHUKEHUIO PUCKa Pa3BUTUS MCUXNYECKUX 3a601eBaHNi, a Takxe Co34aThb
BO3MOXHOCTW AN OpraHun3aumm oCTYNHON NCUXMATPUUYECKOM MOMOLLM MOXWUbIM N0AAM. Bo Bcex cTpaHax opraHbl
rocyapCTBeHHOI BNACTM AO/IKHbI UTPaTh KIOUYEBYHO PO/b B MPOABUMXEHUN MPUHLMNOB KOHBeHLM OOH no 3awuTe
npas NoxunbIx Arogern. KoHseHumsa OOH no 6opbbe ¢ 3MAXN3MOM NpejycMaTpuBaeT BHepeHMe cneLmanbHbIX
MEXaHWU3MOB MOHUTOPMHra Ha HaLuVOHaIbHOM U MeXAyHapoAHOM YPOBHSAX AN 3QPeKTUBHOro UCMOAHEeHUSs
3aKOHOJATeNIbHbIX Mep, HanpaBAeHHbIX Ha NPOTUBOAENCTBNE ANCKPUMUHALMN U HEPaBEHCTBY, a TakXe Ha 3aLuTy
npas NOXWbIX Nt0Ael, B TOM YMcne npaBa Ha NCUXMYeckoe 340poBbe.

Keywords: ageism, mental health; human rights; older person; United Nations; mental health promotion; government;

policymakers

KnioueBble cnioBa: 300xuU3M; ncuxuyeckoe 330p08b€,’ npaea 4esnoeeka, noxcunodl yenoeek; 0,0ZGHUS’CIMUFI
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WE HAVE NOT COME VERY FAR

Health and mental health are fundamental human rights
that are indispensable to the exercise of other human
rights. Every individual is entitled to the enjoyment of the
highest attainable standard of health conducive to living
a life in dignity [1, 2]. “There is no health without mental
health”, according to the World Health Organization
(WHO) [3]. Sadly, but not surprisingly, mental disorders
remain one of the top ten leading healthcare-related
burdens worldwide [4]. Despite mental health systems
having functioned in crisis mode for decades, no net
reduction in the associated burden has been seen in the
past 30 years [4, 5]. Mental ilinesses account for at least
18% of the global disease burden, with a projected
annual global cost of US$6 trillion by the year 2030 [6].
Itis therefore critical that governments and policymakers
focus on the scarce resources and time available
to create a paradigm shift that emphasizes upstream
interventions that have the potential to improve
mental health systems and the population’s health. The
foundation of this transformation must converge on
innovative, evidence-based strategies for prevention
of mental health conditions, the promotion of mental

health maintenance, the reduction of the impact of
psychosocial disability, as well as effective and timely
treatment programs for persons who live with mental
health conditions [4]. The fundamental human right to
mental health has been flagrantly violated for decades
with dire consequences to global society, health, and
the economy — this must be urgently rectified.

THE CLOCK IS TICKING
Today, there are 703 million people aged 65 or older,
anumber that is projected to reach 1.5 billion by 2050 [7].
Of these, approximately 20% will have mental health
conditions such as dementia, depression, anxiety, and
suffer other issues such as substance abuse, often
complicated by physical and psychosocial comorbidities
culminating in disability [8]. These ominous trends
have been accelerated by the COVID-19 pandemic with
widespread increases in mental health challenges.
Easily accessible, dependable, and reliable community,
hospital-based, and residential mental health care
is urgently needed for older persons. Timely access
to care, in close proximity to the older person’s family, by
a team of collaborative healthcare provider services, who
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have received special education and training in the care
of older persons with mental health conditions, is critical.
All care and treatment planning must balance the degree
of risk posed to self and others by the older person’s
mental health condition with their personal need for
dignity, desire for autonomy and independence [9].

The promotion of the mental and psychosocial wellbeing
of the older population is in alignment with the WHO's
vision of the Decade of Healthy Ageing (2021-2030) and
Sustainable Development Goals (SDGs) [10]. Governments
and policymakers must mainstream older persons’
mental health and support for their dignity and human
rights [1]. This paradigm shift will require health care
providers to work collaboratively as team players with
members of other societal sectors such as education,
labor, justice, transport, environment, housing, welfare,
academia, civil society, and the private sector to pave the
way improving the lives of older people, their families,
and the communities in which they live.

A PERFECT STORM

Ageism is a massive, but nevertheless conquerable
barrier that governments and policymakers must also
deal with in order to successfully transform mental health
care systems. Ageism is highly prevalent, extremely toxic
to the health and dignity of older persons, and very
costly to society [11, 12]. Ashocking one out of every two
people in the world are ageist [13]. Ageism has a colossal,
albeit stealthy impact on older people’s as well as global
health and the economy [14]. Ageism is associated with
poor health outcomes in 95.5% of studies with a strong
association between mental health conditions and ageism,
particularly depression, as reported by a comprehensive
global review of the health consequences of ageism,
a meta-analysis with over 7 million participants [15].
Ageism’s staggering annual health care cost in the United
States alone is $63 billion; thankfully, health benefits and
cost reduction are predicted if ageism’s toxic effects are
negated by interventions targeting societal, legislative,
and policy changes [16]. The WHO's Global Report on
Ageism outlines three evidence-based strategies for
combating ageism — education, intergenerational
contact, and changes to policy and laws, which must be
adopted by all governments and policymakers. Complex
intersections of ageism include mentalism, ableism,
sexism, and racism, and other biases, culminating in poor
quality of life and premature death [13, 17].

MONUMENTAL GAPS

Monumental gaps in our society permit deeply rooted ageism
to stealthily disregard the human rights of older persons,
especially those living with mental health conditions. These
include inequity in accessing physical, mental, social, and
end of life care, work and justice, transportation, safe and
inclusive living options, lifelong learning, protection against
elder abuse, financial insecurity, abetting the digital divide
and climate change and exclusion from lifesaving and life-
enhancing research and the collection of meaningful data.
These critical elements are relied upon by governments,
institutions, corporations, and others to create the current
unfair and unjust ageist policies and laws. Exclusion,
inequity, debarring, and blatant abuse of fundamental
human rights have seriously eroded older persons’ dignity,
autonomy, and independence.

IMPACT OF COVID-19

The recent tragedy of the COVID-19 pandemic,
superimposed upon decades of deep-rooted ageism,
has resulted in a dual pandemic creating a deplorable
situation for older people. It has posed a major ethical,
moral, and legal challenge to civil society, governments
and policymakers, compelling them to examine ways
in which they might enhance and protect the basic
human rights of older people [18-22]. Abundant cases
of older people have been witnessed who were previously
functioning well but have struggled to survive and
succumbed as a result of the dual pandemic and the
ravages of human rights violations. Dreadful and pervasive
cases of social isolation, loneliness, insurmountable fear,
paralyzing anxiety, and depression have been commonly
accompanied by suicidal ideation, suicidal behavior,
or requests for medically assisted suicide. This has been
frequently compounded by malnutrition, dehydration,
deconditioning, and frailty due to sedentariness, resulting
in a precipitous decline in the physical and mental health
of countless older people, not to mention devastation
experienced by their family members and loved ones [11].
Social isolation and physical distancing measures during
the COVID-19 pandemic have seriously damaged the
cognitive and mental health of people with neurocognitive
disorders across the world. Out of 15 studies describing
the effects of COVID-19 isolation measures on the health
of 6442 patients living with dementia, 60% reported
changes in cognition, 93% reported worsening or new
onset of behavioral and psychological symptoms, and
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46% reporting functional decline in daily activities. Urgent
guidance is needed that balances infection control
measures with necessary mental health care during
pandemic times for this population [23].

Rates of elder abuse have increased during the COVID-19
pandemic [24]. Elder abuse can lead to serious physical
injuries and long-term psychological consequences.
Approximately one in six people aged 60 years and older
have experienced some form of abuse in community
settings, with much higher rates in institutions, e.g.,
long-term care settings, where two in three staff report
committing abuse in the past year.

Social isolation, namely the number of relationships
and frequency of contact a person has with others,
is a risk factor for loneliness, that is, a subjective
perception of a lack of meaningful relationships [25, 26].
Social isolation affects 24% of older people living in the
community and is considered a major public health
priority. It is considered to be as toxic to health as
smoking fifteen cigarettes per day, and is causally
linked to multiple cardiovascular diseases, anxiety, and
depression. Loneliness, which has been reported by
43% of community-dwelling older people, can also lead
to depression, alcoholism, and suicidal thoughts, and is
known to accelerate cognitive decline, especially during
the dual pandemic [27, 28]. In 2017, Medicare reported
an additional $6.7 billion in costs that could be attributed
to social isolation, which was reported by 14% of older
adults in the US [29]. Reported rates of loneliness are
at least double among long-term care residents than
those of older community-dwelling adults [25].

PAUSE AND REFLECT

By 2050, one in six people in the world will be over the age
of 65 [30]. While this demographic shift poses significant
challenges to the healthcare, workplace, technology,
housing, and other sectors, especially in the post-pandemic
world, there are also many opportunities to harness the
social and economic power of a multigenerational society.
We must seek the key opportunities that accompany this
demographic shift to realize the vision outlined in the
UN Decade of Healthy Ageing and the SDGs [7]. We must
pause and reflect: What are most innovative ways in which
we can encourage healthy aging around the world? What
are the areas of cooperation in which governments,
the private sector, and multilateral organizations can
collaborate to support this population? In what creative

ways can we enhance the quality of life, and mental and
physical health to benefit this growing segment of our
population [3]?

THE WAY FORWARD

In the current WHO framework, universal, selective, and
indicated preventive measures are all included within
primary prevention. Primary preventive interventions
in mental health are those targeting risk factors and
promoting mental health in individuals without a clinically
diagnosable mental disorder. Such interventions may be
“universal”, targeting the mental health of the general
public regardless of individual risk, and can be applied
without professional advice or assistance. In contrast,
“selective” interventions target a particular subpopulation
known to be at increased risk of mental illness, whilst
“indicated” interventions target individuals at high risk
of mental illness who are showing sub-threshold clinical
manifestations [31, 32]. The promotion of mental health
and prevention of mental illness in older persons requires
an “all hands on deck” approach. Leveraging the combined
resources and capacity of health professionals, local
volunteers, the private sector, and many others in a given
community setting represents a successful and efficient
use of human health resources. Using technological
devices, especially during the COVID-19 pandemic,
could promote positive mental health during a time
when older persons are at the greatest health risk.
Providing support to older persons willing to navigate
technology can enable them to stay connected to their
community, serving as a protective factor against adverse
health outcomes [33]. Digital interventions are particularly
suited to mitigating psychosocial consequences at
the population level. In times of physical distancing,
quarantine, and restrictions on social contact, decision
makers should develop digital strategies for continued
mental health care and invest time and efforts into the
development and implementation of mental health
promotion and mental illness prevention programs [34].

THE IMPERATIVE

Governments and policymakers can and must implement
evidence-based, cost-effective public mental health
interventions to promote mental wellbeing and resilience,
and to reduce the risk of the development of mental
disorders amongst older persons. Currently, preventative
interventions in this space are virtually absent, where
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very few individuals with mental ilinesses can gain access
to adequate treatment when needed. To this end, an
excellent and comprehensive Mental Health Policy review
by Campion et al. was recently published, outlining the
specific actions needed for preventative mental health,
with positive health, social, and economic outcomes
predicted if implemented appropriately [6]. While
Campion’s review focuses on strategies focused on the
general population, we must remember that people are,
on average, living longer, and a more specific focus on
realizing better mental illness prevention and promotion
of mental health strategies is needed to address the
needs of older people [35, 36]. Governments and
policymakers must build the capacity for preventative
mental health services, utilizing health promotion
to encourage successful aging [37].

Although most older persons wish to age at home, as
their conditions deteriorate this is not always feasible
or desirable for all. Having a mental health condition,
such as dementia, is a risk for placement in a residential
setting, where the physical, social, organizational, cultural,
and the care components impact each resident’s daily
life and manifestation of neuropsychiatric symptoms
and have become particularly prominent during the
recent pandemic. Traditional large-scale buildings where
residents are segregated and confined within the
residence, separated from the community at large and
often from other residents with poor outcomes and
ineffective in supporting everyday functioning, and
may even be harmful. Inactivity, high levels of agitation,
depression, and other neuropsychiatric symptoms,
use of physical restraint, high levels of psychotropic
drugs, loneliness, and stigmatization. There is an urgent
need for the development and design of inclusive care
environments in which older persons with mental health
conditions and psychosocial disabilities can be supported
to enjoy their human rights [38].

Older people with dementia, those with serious mental
iliness, and those with intellectual disability are vulnerable
to “bad deaths” due to violations of these rights. An
integrated care model that encompasses physical and
mental health, palliative care, and social and spiritual
support must be on offer, while recognizing that good
dying is needs-based and self-determined, i.e., based on
what the person needs and wants at the end of life [39].

Governments must be encouraged and supported
to adopt policies integrating the promotion of mental

health and prevention of mental illness into public
health and, indeed, general social policy [40]. The stigma
of ageism stealthily harms global health, the economy,
violates human rights, creates inequity and injustice,
results in a loss of dignity, causes intergenerational
conflict, and creates a barrier to policies that promote
healthy ageing. Ageism intersects with ableism, mentalism,
sexism, and racism, causing poor quality of life and
premature death, compounding disadvantages over the
course of individuals’ lives [11]. Stigma results in a lack
of attention from governmental policymakers and the
public, which then results in a lack of resources and morale,
decaying institutions, lack of leadership, inadequate
information systems, and inadequate legislation [40]. The
WHO global report on ageism [13] recommends three
evidence-based interventions to combat ageism which
must be adopted by all governments and policymakers:
1) education, both formal and informal, at various levels
during each individual's formative years (primary school
to university, formal and informal) to help provide
more accurate information and refute stereotypical
examples to enhance empathy, dispel misconceptions,
and reduce age-based prejudice; 2) intergenerational
contact interventions, known to reduce ageism, intergroup
prejudice, and stereotypes by nurturing communication
between people of different generations; and 3) policies
and laws to reduce ageism by strengthening policies and
legislation to address age discrimination, inequality, and
human rights laws. Older people, especially those with
mental health conditions, have largely been ignored
in human rights frameworks. This requires governments
to adopt modifications of the existing instruments —
which currently permit age discrimination — and new
instruments at the local, national and international level.
There is an urgent need for all governments to support and
ratify a UN convention on the rights of older persons [41].
This could guide governments on ways to protect each
older person'’s rights. It could form a basis for policy,
programming, public awareness, and education.

LEAVE NO ONE BEHIND

As the world grapples with surviving the COVID-19 pandemic,
the emerging mental health crisis is plaguing the world.
At the heart of this decades-long mental health crisis
are major gaps in legislation, policies, and practices
driven by stigma that predominantly target older
people. The central transformative promise of the
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UN's 2030 Agenda to “Leave No One Behind” remains
a very elusive goal [42]. Evidence-based interventions
designed to prevent or reduce the risk of common
mental health conditions and psychosocial disability
are already available and should be scaled up [43, 44].
Governments have a major role to play in joining
the campaign to end ageism and the human rights
violations of older persons.

A UN convention provides the legally binding protection
of older persons' rights under international law, which views
them as rights holders. It acts as an anti-discriminatory
tool to challenge negative stereotypes and enforces the
view of older people as individuals with knowledge, power,
wisdom, and experience. A UN convention could guide
the Government on ways to protect each older person’s
rights. This could form a basis for policy, programming,
public awareness, and education. Government has a role
to play in joining the campaign to end ageism and the
human rights violations of older persons, including those
with mental health conditions and psychosocial disability.

Currently, strong biases are entrenched in people’s hearts
and minds as institutional ageism. They are in the form
of policies and laws that currently dominate the outlook
of, and opinions available to individuals and, indeed,
society at large. These biases strongly influence how older
people, especially those with mental health conditions,
are perceived and treated. “All hands on deck” will be
needed to succeed at combatting ageism and mentalism,
to help every human being to think, feel, and behave more
positively towards older persons. This is in alignment with
the UN's Decade of Healthy Ageing (2021-2030), calling
for a global collaboration of Sustainable Development
Goals that brings together governments, civil society,
international agencies, professionals, academia, the media,
and the private sector to improve the lives of older people,
their families, and the communities in which they live.
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ABSTRACT

Loneliness is understood as a painful negative emotion. Since its introduction into the psychiatric literature in 1959,
the understanding of loneliness has improved considerably, and is now understood to be a distinct entity to such
issues as social isolation, solitude, and depression. However, there is still a lack of consensus on the general definition
of loneliness. Similarly, different dimensions of loneliness have been described in the literature. It is understood
in terms of either transient versus situational versus chronic loneliness; state versus trait loneliness; and the concept
of unidimensional versus multidimensional loneliness. The reported prevalence of loneliness varies considerably
in the literature, with evidence from metanalysis suggesting the prevalence of moderate loneliness that ranges from
31 to 100% with a mean of 61%, and that of severe loneliness ranging from 9 to 81%, with a mean prevalence of 35%
among the elderly. Loneliness among the elderly is associated with significant adverse mental and physical health
outcomes in the form of cardiovascular diseases, stroke, diabetes mellitus, arthritis, depression, anxiety, dementia, and
even problematic internet use. Over the years, different instruments [University of California Los Angeles Loneliness
Scale (UCLA-LS), De Jong Gierveld Loneliness Scale, Single-Iltem direct measure of loneliness] have been designed
to assess loneliness among the elderly. Some of the interventions suggest that persons experiencing loneliness
could benefit from improved social skills, enhanced social support, increased opportunities for social contact, and
addressing maladaptive social cognition.

AHHOTAUNA

OanHo4ecTBO — 60/1e3HeHHOe COCTOSIHME, COMPSXKeHHOe C oTpuLaTeIbHbIMY 3MoLMsaMNU. C MOMeHTa NosiBAeHNS
TepMUHA B MNCUMXmMaTpuyeckon nutepatype B 1959 rogy MOHUMaHWE OAMHOYECTBA 3HAYUTENbHO YAYYLLIUAOCh.
Ha cerogHsaLWHWI AeHb ero CYMTatT CaMOCTOATEIbHOM HO3010rMYeckor eanHNLeR 1 BOCMPUHUMAKOT OTAE/bHO
OT COUMaNbHOM N30ALMN, YeANHEHNS N Aenpeccnn, O4HAKO COr1acoOBaHHOMO onpejefieHns o4MHoYecTBa 40 CUX
nop HeT. B nuTepaTtype onucaHbl pasnnyHble NnapaMeTpbl OAMHOYECTBA: PA3AeNAtoT BpEMEHHOe AN CUTYaTUBHOE
OAMHOYECTBO 1 OANHOYECTBO XPOHNYECKOE; OAMHOYECTBO MOXKET PacLeHNBATLCS Kak CAMOCTOSITe/IbHOE COCTOSIHME UK
KaK MposiBNeHve ApYroro COCTOAHUS; Takoke OAMHOYECTBO MOXET BOCMPUHNMATLCS Kak KOHLEMLIMSA, XapakTepusyoLLasacs
OAHUM VAN MHOXECTBOM MapamMeTpoB. PacnpocTpaHeHHOCTb OANHOYECTBa, MO AaHHbLIM NUTepaTypsbl, CyLLEeCTBEHHO
BapbMpyeT: pe3ynbTaTbl MeTaaHa 13a CBUAETENIbCTBYIOT O TOM, UTO PACMpPOCTPAHEHHOCTb YMEPEeHHO BbIPaXXeHHOro
ofmnHoYecTBa cocTtaendeT ot 31% go 100% (nNpv cpeAHeM 3HadeHUW 61%), @ PacnNpPOCTPAaHEHHOCTb TAXENoro
oAnHouyecTBa — OT 9% A0 81% (Npu cpeaHeM 3HauveHUn 35% cpeam NOXMUIbIX Atoger). OAMHOYECTBO Y MOXUIIbIX
Nojen COnpsiKeHO CO 3HAYUTENIbHBLIMUW HEBNAroNPUATHLIMKN MOCIEACTBUAMUN AN NCUXNYECKOro U GU3MYeCcKoro
3[,0pOBbsi, KOTOpble BbIPaXakTCA B BUAE CEPAEUYHO-COCYANCTbIX 3aboneBaHni, MHCYbTa, CaxapHoro AnabeTa,
apTpuTa, Aenpeccun, TPEBOTrY, AeMeHLIN 1 MPO6eM C UCMOb30BaHNEM VHTEpPHEeTA. 3a NocneHne rofbl 419 OLLeHKM
OAMHOYECTBa CPeAn MOXWUbIX toAel bbinn pa3paboTaHbl pasinyHbie MHCTPYMeHTbI [LLIkana oueHKM oAnHOYeCTBa
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KanndopHuinckoro yHnBepcuteTa B Jloc-AHaxenece (University of California Los Angeles Loneliness Scale, UCLA-LS),
Lkana oueHkn oamHouvecTBa Ae [xoHra lepenbga (De Jong Gierveld Loneliness Scale), 0gHOKOMMOHEHTHbI
VHCTPYMEHT, HamnpaB/ieHHbI Ha HenoCcpeACcTBEHHYK OLeHKy oJuMHoyecTBal. HekoTopble BMellaTenbCTBa,
npeasiaraemble A1 KOPPEKLUMN COCTOAHUSA JINL, UCMbITbIBAKOLLMX OAMHOYECTBO, BKIHOYAKOT COBEpLUEHCTBOBaHMe

counanbHbIX HaBbIKOB, yCuieHMe cou,maanoM noAAEePXKN, paclUpeHne BO3MOXHOCTEN ANA coynasibHbIX KOHTAKTOB

N yCcTpaHeHne Ae3afanTUnBHOIo CcolunaibHOro no3HaHmA.

Keywords: /oneliness; consequences, assessment

KnoueBble cnoBa: 00uUHOYecmaso, Noc1edcmaus; oyeHKa

INTRODUCTION
Today, loneliness appears to be becoming ubiquitous.
The importance of loneliness can be understood from
the fact that the Government of the United Kingdom
appointed a Minister for Loneliness in 2017, followed
by a similar move by the Government of Japan in 2021.
Itis now understood to represent a ‘hidden killer' and has
been shown to have a significant negative impact on both
mental and physical health. It is known to be associated
with high morbidity and mortality. Loneliness has been
reported across all age groups, although it has been most
commonly studied among the elderly.

This brief review discusses the concept of loneliness
among the elderly and the suggested interventions
to address it.

CONCEPTUAL ISSUES
The word “loneliness”, which is understood to be a painful
negative emotionality due to the perceived lack of social
connectivity, first appeared in the literature in the
1800s [1]. Prior to the use of the term ‘loneliness’, the
closest concept was ‘oneliness’, which meant being
alone though without the negative connotation of lack
of emotions [1]. It is said that earlier, God was always
with people, who were hence never truly alone. However,
with the ongoing modernization of society, the increasing
importance ascribed to individualism and the decreasing
influence of religion, loneliness has become rampant [1].
Frieda Fromm-Reichmann (1959) [2] was the first
to consider loneliness to be a psychiatric condition and
acknowledge the challenge in conceptualizing the term.
He wrote that “The writer who wishes to elaborate on the
problems of loneliness is faced with a serious terminological
handicap. Loneliness seems to be a painful, frightening
experience that people will do practically everything
to avoid. This avoidance seems to include a strange

reluctance on the part of the psychiatrist to seek scientific
clarification of the subject ... Thus, loneliness is one of the
least conceptualized psychological phenomena” [3]. When
Frieda Fromm-Reichmann used the term loneliness in the
context of psychiatry, a broad range of experiences, i.e.,
social isolation and solitude, could not be distinguished
from loneliness. Over the years, many researchers
have distinguished loneliness from social isolation and
solitude [3]. Accordingly, various attempts have been
made to define the term: Perlman & Peplau (1982)
defined loneliness as an “unpleasant experience that
occurs when a person’s network of social relationships
is deficient in some important way, either quantitatively or
qualitatively” [4]. De Jong Gierveld, who also designed
a scale for the assessment of loneliness, defined it as
a “situation experienced by the individual as one where there
is an unpleasant or inadmissible lack of (quality of) certain
relationships [5].” The Hidden Citizens report defines
loneliness as “ao negative experience that involves painful
feelings of not belonging and disconnectedness from others.
It occurs when there is a discrepancy between the quantity
and quality of social relationships we want and those we have.
Thus, loneliness is a subjective psychological perception [6].”

In a review of the literature, Heinrich & Gullone
(2006) concluded that there are multiple definitions
of the concept of loneliness that differ according
to their their focus, i.e., definitions with a clinical focus,
based on empirical psychological research and the
definitions linking loneliness with social relationships
and the human need to belong. In terms of factors
contributing to developing and maintaining loneliness,
Heinrich & Gullone (2006) identified different theoretical
perspectives in this regard. These include the social need
approach (which is influenced by early life experiences),
cognitive discrepancy approach (which considers
loneliness to be an outcome of faulty cognitive processes,
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wishes, and perception), interactionist approach
(i.e., character traits interact with situational and cultural
factors), deficits in social relationships (i.e., the need
to belong), and, finally, a consequence of the universal
human need to belong [3, 7]1. When one attempts
to understand these various definitions in a more holistic
manner, it can be said that loneliness can be understood
in terms of social relationships, and that when a person’s
need for social relationships is not met, loneliness ensues.

In terms of various dimensions, researchers have again
tried to understand loneliness as a transient (occasional
short-lasting feelings of loneliness, encountered from
time to time by the majority of people in their day-to-day
lives), versus situational (the feelings of loneliness when
faced by specific life crises/transitions that adversely
affect the relationships in a person who has otherwise
had satisfying relationships in the past), versus chronic
loneliness (which is understood to be enduring feelings
of loneliness and dissatisfaction with social relationships
lasting for more than two years) [7]. Other researchers
have also tried to distinguish loneliness as a state (current
and immediate feelings of loneliness) versus a trait
(enduring feelings of loneliness) [7]. The conceptualization
of loneliness also differs with regard to whether it is
a unidimensional or a multidimensional (three ways
in which loneliness can manifest itself, i.e., intimate,
relational, and collective) concept. Researchers have also
tried to conceptualize it based on a medical model (cause,
effect, and management) versus a typical experience
(transient experience) [7]. Another conceptualization
of loneliness includes collection versus social versus
intimate dimensions. This conceptualization is based on
the understanding of ‘attentional space’, as described
by Hall (1963, 1966) [8, 9]. Hall categorized attentional
space as either intimate space (an individual's most closely
surrounding space), social space (a space where a person
can comfortably interact with their nearest and dearest
ones, i.e., friends, family and acquaintances), or public
space (a more anonymous space) [8, 9]. Accordingly,
intimate loneliness is experienced when a person
someone very close to them, either due to death or
a breakup in their relationship, and which can be
understood to be “the perceived absence of a person on
whom one can rely on for emotional support at the time
of crisis, a person who can provide mutual assistance,
and who affirms one’s value as a person” [3, 10]. Social

or relational loneliness arises due to the absence

of perceived connections with the ‘sympathy group’,
which usually comprises family members and close
friends, who are understood to represent ‘core social
partners’ and are prepared to support the person
during times of need. Collective loneliness includes a lack
of connections with people who are part of a network, i.e.,
people with whom one can connect due to nationality,
political affiliation, etc. The collective network is usually
the outermost social layer, with whom ties are not very
strong but who can provide information and low-cost
support [3]. Another conceptualization of loneliness
includes emotional versus social loneliness. Emotional
loneliness is understood to be an outcome of a lack
of a close, intimate attachment to another person.
In contrast, social loneliness is understood to be an
outcome of a lack of a network of social relationships
in which a person is a member of a group of friends
sharing common interests and activities [11].

To summarize, it can be said that loneliness has been
variously defined by different authors and understood
to be a multidimensional negative subjective experience
characterized by qualitative, rather than quantitative,
lack of satisfaction with one’s relationships or perceived
social acceptance. There is a need to reach to a consensus
definition, and future definitions should also include
things like material positions when defining loneliness.

Various authors have also attempted to describe
the different stages of the development of loneliness.
Rokach [12], in the context of psychotherapy, described
six stages of development of loneliness: pain and
awareness, denial, alarm and realization, search for
causes and self-doubt, acceptance, and coping with
the loneliness. It was further elaborated that sufferers’
recognition and appreciation of the fact that they are
lonely depends upon the particular stage they are in.

THE DISTINCTION OF LONELINESS FROM SOLITUDE,
SOCIAL ISOLATION, AND DEPRESSION

It is crucial to distinguish loneliness from other related
phenomena in clinical practice (Table 1). In contrast
to loneliness, solitude is a positive experience in which
a person chooses to be with self and avoids people [13].
In contrast to loneliness, social isolation is understood
to be a harmful physical state in which a person lacks
social contact, and arises as a result of loss of mobility
(due to illness or disability, unemployment, or health
issues). The socially isolated person has a small network
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Table 1. Distinguishing features of loneliness, solitude, social isolation, and depression

Characteristics Loneliness Solitude

Social Isolation Depression

Mental/
Physical State

A negative state of mind
of mind

A positive state

A negative physical state | Negative mood state, along

with somatic symptoms

Crowd One can feel lonely even
among a crowd, and
emotionally connecting
with people can alleviate

loneliness

solitude

One needs to be
physically isolated
from others to feel

Lack of contact with
other people or having
few or no people with
whom to interact

May or may not have
contacts, just connecting
with people may not help
to bring all patients out
of depression

Subjective/ Subjective

Objective Both subjective

with relationships

Objective and objective signs
and symptoms
Company Being without company | Prefer to be without
company
Reasons Lack of satisfaction Self-determined Loss of mobility — due Stressors, life events.

Loneliness can lead
to depression

to illness or disabilities,
unemployment,
or health issues

Emotional state
or distress

Sad due to being alone

Peaceful and pleasant

Sadness, restlessness,
loneliness

Consequences Producing feelings of

bleakness or desolation

Inner peace

and quietness

of kin and non-kin relationships [14, 15]. Loneliness
also differs from depression, which is understood to be
a negative mood state, along with somatic symptoms.

EPIDEMIOLOGY OF LONELINESS

Many studies have evaluated the prevalence of loneliness
among the elderly. A recent systematic review and
meta-analysis, which evaluated the data of loneliness
amongst the elderly residing in residential and nursing
care homes concluded that there is wide variation in its
prevalence across different studies. The prevalence of
moderate loneliness ranged from 31 to 100% with
a mean of 61%, and that of severe loneliness ranged
from 9 to 81%, with a mean prevalence of 35% among
the elderly residing in residential and nursing care
homes [16]. The review also suggested a lack of any
significant difference in the prevalence of loneliness
between males and females, although there is some data
to suggest that females are more likely to admit to being
lonely than males [16]. Another systematic review and
metanalysis, which included data from 39 studies from
high-income countries involving 1,20,000 older adults
from 29 countries, reported a pooled prevalence of 28.5%
(95%Cl: 23.9%-33.2%). In terms of severity of loneliness,
the pooled prevalence for moderate loneliness was 25.9%
(95%Cl: 21.6%-30.3%), and that for severe loneliness was
7.9% (95%Cl: 4.8%-11.6%). The authors did not find any

increase in the prevalence of loneliness with increasing
age [17]; other data, however, suggest that there is such
an increase [18, 19]. Recent evidence also suggests that
there has been an increase in prevalence of loneliness
during the ongoing COVID-19 pandemic [20].

FACTORS ASSOCIATED WITH LONELINESS

AMONG THE ELDERLY

The perception that other people have rejected them and
having disappointing relationships have been reported
to be associated with the development of loneliness.
Different systematic reviews suggest the association
of loneliness with age (U-shape relationship), the female
sex, poor quality of social contacts, low competence,
socio-economic status, and chronic medical illnesses [21].
In terms of risk factors, some authors fail to distinguish
the factors associated with loneliness and social isolation
and have associated these with the death of a spouse,
significant others, or friend. Other factors that have been
linked to the development of loneliness and social isolation
include loss of family involvement, loss of neighborhood
network due to various reasons, retirement, loss
of ability to drive due to physical or cognitive changes,
extreme weather situations reducing mobility, sensory
deprivation, and increased frailty [15]. Available data
also suggest a higher prevalence of loneliness among
the elderly experiencing ‘empty nest’ syndrome [22].
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The authors of a study that evaluated the influence
of environmental resources, health, and psychological
factors on loneliness and depression concluded that
psychosocial factors/barriers have the maximum impact
on the etiology of loneliness [23].

CONSEQUENCES OF LONELINESS

Loneliness can lead to significant detrimental mental
and physical health conditions and health outcomes.
Loneliness is associated with a higher risk of cardiovascular
diseases, stroke, diabetes mellitus, arthritis, depression,
anxiety, and dementia. It has also been linked to
increased cholesterol levels, platelet aggregation, poor
immunological functioning, autonomic instability, low
physical activity, malnutrition, insomnia, increased
smoking, and alcohol use. It has also been linked to
increased suicide rates, higher risk of mortality, health
care costs, poor quality of life, and elder abuse [15, 24-26].
One study equated the adverse impact of loneliness to
being the equivalent of smoking 15 cigarettes a day [15].

Table 2. Scales for assessment of loneliness [15]

Emerging data also shows an association between
loneliness with regular internet use and problematic
internet use [27, 28].

ASSESSMENT OF LONELINESS

Different instruments have been designed to assess
loneliness (Table 2) [15]. The available questionnaires
vary from a single-item questionnaire to a 20-item
questionnaire. These scales also differ in terms of being
unidimensional or two-dimensional, with the De Jong
Gierveld Loneliness Scale assessing both social and
emotional loneliness. Clinicians choose the scale
according to the feasibility of administering these

scales to the elderly in their working conditions [15].

MANAGEMENT

Many interventions (Table 3) have been evaluated
to address loneliness among the elderly [15]. The
range from one-on-one,
group therapy, and community interventions [10].

suggested interventions

Scale [5,29]

Scales Number Remarks
of items
Campaign to End Loneliness 3 + Positively worded scale
Measurement Tool + Do not use the word loneliness
+ Three items

- | am content with my friendships and relationships

- | have enough people | feel comfortable asking for help at any time

- My relationships are as satisfying as | would want them to be
De Jong Gierveld Loneliness 1 + Evaluates two types of loneliness, i.e., social (five items) and emotional

(six items) loneliness
+ It can be used both in face-to-face interviews or as a self-administered
questionnaire
+ It consists of positively (five items) and negatively (six items) specified items
+ High internal consistency — alpha coefficients ranging from 0.8 to over 0.9

De Jong Gierveld Loneliness Scale 6
(De Jong & Tilburg, 2006) [5,29]

Evaluates two types of loneliness, i.e., social (three items) and emotional
(three items) loneliness

Revised University of California Los | 20

(Russell et al., 1980, 1996) [30,31]

+ Half of the items are positively worded and half are negatively worded
Angeles Loneliness Scale (UCLA-LS) + Avoids the use of the word loneliness in any of the items
+ High internal consistency, with an alpha coefficient of greater than 0.9

Three-item University of California | 3 Items
Los Angeles Loneliness Scale

(UCLA-LS) (Hughes et al., 2004) [32]

+ How often do you feel that you lack companionship?
+ How often do you feel left out?
+ How often do you feel isolated from others?

(The direct measure of loneliness)
(Office for National Statistics,
United Kingdom) [33]

Four-item University of California Items
Los Angeles Loneliness Scale + How often do you feel that you are “in tune” with the people around you?
(UCLA-LS) + How often do you feel that no one really knows you well?

+ How often do you feel you can find companionship when you want it?

* How often do you feel that people are around you but not with you?
Single-ltem Questions 1 * How often do you feel lonely?
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Table 3. Suggested interventions for loneliness

+ Animal interventions
+ Befriending interventions

+ Improving social skills: speaking on the phone, giving and receiving compliments, enhancing non-verbal communication skills
+ Enhancing social support: mentoring programs, buddy-care program, conference calls

* Increasing opportunities for social contacts: social recreation intervention

+ Addressing maladaptive social cognition: cognitive behavioral therapy

+ Psychological interventions: mindfulness interventions, reminiscence therapy, laughter therapy, Tai Chi Qigong meditation

* Leisure/skill development intervention: exercises, computer training, video gaming, gardening, general activities
+ Social facilitation: videoconference program, group meetings/discussions

Different authors have categorized these interventions
differently; some that are suggested to benefit persons
experiencing loneliness include improving social skills,
enhancing social support, increasing opportunities
for social contacts, and addressing maladaptive social
cognition [34]. In a systematic review of such studies,
the authors reported that addressing maladaptive
social cognition was the most effective intervention for
loneliness [34].

Further, it is suggested that one-on-one interventions
be better than group interventions [34]. A recent literature
review also supports the beneficial role of psychological
interventions targeting maladaptive social cognition [35].
Cognitive behavior therapy involves educating individuals
to recognize their automatic negative thoughts about
others and their social interactions and consider these
thoughts to be possibly faulty hypotheses that require
verification, rather than considering them to be facts and
acting on the same. Accordingly, the maladaptive social
perceptions and cognitions are challenged to reduce
loneliness [34, 36].

In terms of pharmacological interventions, there are
none such that have been shown to be useful. Data from
animal studies suggest that antidepressants like selective
serotonin reuptake inhibitors (SSRIs), neurosteroids,
and oxytocin may help to reduce loneliness to some
extent [10].

CONCLUSION

Loneliness is highly prevalent among the elderly in today’s
world. Itis suggested that the prevalence of loneliness has
been increasing over the years. It is also recognized that
loneliness is associated with significant adverse mental
and physical health outcomes. Hence, there is an urgent
need to increase awareness about the psychological
construct of loneliness and carry out interventions
to reduce its adverse health outcomes. Many assessment
instruments are available to assess loneliness among

the elderly. Although many interventions have been
evaluated in terms of their ability to mitigate loneliness,
addressing maladaptive social cognition appears to be
an essential strategy to manage it.
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ABSTRACT

Neurocognitive disorders in the elderly are on the rise all over the world. Neuropsychological assessment is
vital to monitoring the progress of cognitive deficits. Over the years, there has been significant development in
neuropsychological assessment to predict the development and progression of MCl and dementia. One such area of
recent advancement in the field of neuropsychology is technology-based assessment. There are several types of
technology-based assessments available based on the type of usage, site of the assessment, type of administration, type
of device used for assessment, etc. Virtual reality-based assessments and digital assessments of neurocognitions for
early identification of subtle cognitive deficits in patients with mild cognitive impairment (MCl) and major neurocognitive
disorders (MND) represent two newly developed technologies. A few studies have demonstrated their efficacy; however,
there remain several limitations and drawbacks to their usage within the elderly population. In this review, we have
briefly discussed technology-based neuropsychological assessment, along with their usage and limitations.

AHHOTALMA

PacnpocTpaHeHHOCTb HEMPOKOrHUTUBHBIX PACCTPOCTB Y MOXWbIX 0AeN pacTeT BO BCeM MUpe. 1 MOHUTOPUHTa
NPOrpeccnpoBaHsa KOTHUTUBHOMO AepULMTa peLlatoLlee 3Ha4YeHe MeeT HeMPOMCMXONormyeckoe TeCTUpoBaHue.
B TeueHne nocneaHnx neT HabaOAaeTCA 3HaUMTENbHOE YCOBEPLUEHCTBOBaHME CUCTEMbI HEMPOMCMXOIOrMYECKOi
OLIeHKM, Ha OCHOBAH I KOTOPO BO3SMOXHO NMPOrHO3MPOBaTh Pa3BUTUE U MPOrpeccupoBaHie 1erkoro KOrHUTUBHOO
paccTpoiicTBa 1 gemeHun. OAHNM U3 BaXHbIX JOCTVXXEHWI B 06/1aCTN HEMPOMCUXONOTNN ABASETCSA OLeHKa Ha OCHOBE
KOMMbIOTEPHbIX TeXHOorniA. CyLLiecTByeT HECKOIbKO BUAOB TECTUPOBAHMSA Ha OCHOBE KOMMbIOTEPHbIX TEXHOIOT I,
KOTOpble PasNN4YatoTCsa Mo MeCTy 1 Cnocoby NPoBeAeHNs OLIeHKW, MO TUMY NPUMEHEHWS, BUZLY UCMOJb3YeMOro
060pyaoBaHNS U T.4. HefaBHO 6bInn pa3paboTaHbl METOAbI OLLeHKN HeMPOKOrHUTUBHBIX GYHKLMNA, OCHOBaHHbIE
Ha BUPTYaNbHOWN peanbHOCTN N 3NEKTPOHHBIX LUKanax: OHW MpejHasHayeHbl 415 paHHero BbISIBIEHWS JIErKOro
KOTHUTMBHOrO pacctporictea (mild cognitive impairment, MCl) n rpy6bix HapyLleHW KOrHUTUBHBIX QYHKLT,
COOTBETCTBYIOLLMX AeMeHLMN. Pe3ynbTaTbl HECKONBKUX NCCNef0BaHNIA MPOAEMOHCTPUPOBANN X 3PPeKTUBHOCTD,
0ZIHaKO MO-MNpeXHeMy CyLLLeCTBYEeT PsiJ OrpaHUYeHUA N HeJOCTAaTKOB, CBA3AHHbIX C X UCMOb30BaHMEM Y MOXNIbIX
nogen. B aTom 0630pe NpmMBOANTCA KpaTKoe 0BCyXAeHne Henpomncrmxonorm4eckoro TeCTMpoBaHMS Ha OCHOBe
KOMMbIOTEPHbIX TEXHOJIOTNI, 0COBEHHOCTEN VX UCMOMb30BaHNA U CYLLECTBYOLLMX OFPaHNYeH A,
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INTRODUCTION
Aging is an inherent process that accompanies changes
in the cognitive competencies and functionality of
an individual. It is also now a well-known fact that,
worldwide, the pace of population aging is much faster
than in the past, and neuropsychiatric conditions have
become a leading contributor of disability in the ageing
population [1]. Neurocognitive disorders form the bulk
of the neuropsychiatric conditions affecting the elderly,
of which Alzheimer’s dementia is the most common.
Dementia is an umbrella term used to describe the
various symptoms associated with cognitive impairment.
There is a gradual
impairment in the elderly, starting from the preclinical

progression of neurocognitive

stage to mild cognitive impairment (MCls) and, finally, major
neurocognitive disorders (MND). Therefore, it is necessary
that there should be appropriate assessment of cognitive
functions for early identification of neurocognitive disorders
in the elderly to develop strategies to slow down the
progression of cognitive impairment and develop proper
management strategies for early intervention [2]. The
diagnosis of MCl and MND largely depends on clinical
and neuropsychological assessment. Neuropsychological
assessment is also vital to monitoring the progress
of cognitive deficits. Over the years, there has been
significant development in neuropsychological assessment
to predict the development and progression of MCl and
dementia. One such area of recent advancement in the field
of neuropsychology is technology-based assessment. This
review focuses on the technology-based neuropsychological
assessment methods used for the elderly.

Methodology: A comprehensive literature search
was conducted on digital technology neurocognitive
assessment in the elderly using various search engines
(PubMed, Scopus, Psylnfo, and Google Scholar) and through
the cross-references included in relevant articles up
toJanuary 2021. Keywords included “technology”, “digital”,

noou

“neurocognition”,

noou

assessment”, “elderly”, “dementia”,
and “mild cognitive impairment” in various combinations.
Only original articles (abstract and full text) and review
articles published in English prior to January 2021
were reviewed and checked thoroughly. More than
300 articles related to the topic were found, out of which
those relevant to technology-based neurocognitive
assessment methods for the elderly have been included.
Commentaries, viewpoints, and letters to editors related

to the topic were excluded.

PROBLEMS WITH TRADITIONAL
NEUROPSYCHOLOGICAL TESTING METHODS
There are several significant limitations to traditional
neuropsychological tests and testing methods [3]. Some
of these include: (1) findings cannot be correlated with
real-time brain functioning in functional imaging studies;
(2) traditional tests require the patient to travel to the
hospital; (3) the scoring process can be complex; (4) many
times, it depends on the administrator to decide alternative
forms to avoid practice effect; (5) there can be an impact
due to the ‘white coat effect’ while testing; and (6) there
is occasionally a need to perform multiple tests in longitudinal
studies, which can be quite cumbersome for the patient.
Another issue with the traditional neuropsychological
tests is that they usually compare the findings of cognitively
challenged individuals with normative data, i.e., those who are
cognitively normal in the same age group, who themselves
may not actually be entirely free of the markers of dementia.
Therefore, there is a need to validate such tests with the
biomarkers of dementia. There is also a need to explore the
correlation of cognitive functioning with amyloid plaques
over time [4]. For this, we need to have sensitive tests to
pick up early cognitive changes associated with biomarker
evidence of preclinical Alzheimer's dementia. To overcome
these issues and for better assessment, technology-based
assessments have come to the fore in recent times.

TECHNOLOGY-BASED ASSESSMENTS

Any instrument or method that utilizes a computer/ digital
tablet/ handheld device, or other digital interface instead
of a human examiner to administer, score, or interpret
tests of brain function and related factors relevant
to neurologic health and illness questions is understood
to represent a form of technology-based assessment [5].
For neuropsychological assessment purposes, these can
be broadly categorized as computer-based, tablet-based
(mostly touchscreen devices), and mobile/smart phone-
based assessments, and wearable devices. The number
of tests based on digital cognitive assessments had
increased exponentially in last few years.

Types of technology-based assessment
1. Based on type of usage, digital assessments can be
of two types.
+ Stand-alone apps and programs are digitized
paper and pencil

versions of traditional

neuropsychological tests.
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©  Web-based apps that can be either completed on
personal computers or on tablets are designed
to be completed without active participation or the
presence of an examiner [6].

2. Based on the site of assessment, technology-
based assessments can be divided into office-based
assessment and remote location assessment. However,
there are certain problems with remote location
assessments such as difficulty in maintaining participant
engagement, issues related to data privacy, digital
unsupervised evaluations, and frequent changes
in the versions/updates to web-based apps, which
often pose challenges to the administrator as well as
the participant, etc. [6].

3. Based on type of administration, technology-based
assessments can be categorized as either self-
administered or clinically administered assessments
*  While self-administered tests have the advantage

of being less time-consuming and less costly,
there are also several disadvantages, such as
difficulty in controlling environmental factors and
distractions, problems with evaluating feigned
performance, and problems with ensuring whether
the examinee understands the task instructions
perfectly or otherwise [5].

+  Clinician-administered assessments overcome
the limitations of self-administered assessments,
although they are more time-consuming and
the patient needs to visit in person the clinician
or needs to be actively engaged through video
conferencing with the patient.

4. Based on the type of device, the assessments can be
categorized as Managed devices and Bring your own
device (BYOD).

*  Managed devices — These are dedicated
devices for cognitive assessment rather than the
examinee's own device. They have the advantage
of reducing the error variance associated with
different hardware and software. However, high
cost, reduced flexibility, and low familiarity with
the device amongst the elderly are just some of
the associated limitations.

+ BYOD-based cognitive assessment — These are
primarily smartphone- and browser-based tests.
These have the added an advantage of having a wider
audience without the added expense of a managed
device, and smartphones offer novel data collection

methods too. However, there can be issues related
to device size/type, touchscreen responsiveness,
software-related problems (iOS or Android, updates,
etc.), and unstable internet connectivity might also
affect browser-based tests [5]. Therefore, when
choosing a BYOD approach, it is essential to ensure
or check the compatibility of the device's software
and hardware with the minimum requirements as
specified in the software manual.

Virtual reality-based assessments

Another development in the area of technology-based
assessments is virtual reality (VR)-based assessments.
VR-based assessments include variety of technologies and
devices to assess the manipulation of objects in virtual
space and time. They have virtual environments that can
act as basic rooms for navigation tasks or bigger spaces
like office room/classroomes. Initially, VR-based cognitive
assessment was developed to integrate computerized
versions of traditional paper and pencil-based tests into
virtual environments [7]. This has the advantage of being
able to assess multitasking in a simulated virtual
environment (like running errands and completing
kitchen tasks, etc.). Task completion in a simulated
environment has the advantage of better representing
everyday life as there will be distractions that represent
real-world interruptions. In other words, these improve
the ecological validity of the tasks. When compared to the
manual administration of the Wisconsin Card Sorting Test,
participants appeared to do more poorly on the VR-based
version but reported enjoying the VR test far more than
the manual one [7].

Different types of immersions have been used in VR-based
assessments. These are non-immersive three-dimensional
computer screens with mouse/joystick or sensor-based
gloves, or semi-immersive large screen displays using
shutter glasses or full immersive environments with
a “green screen” and head-mounted display [7].

There can be two types of exploration within
VR environments: active exploration, or passive exploration.
In active exploration, participants are immersed within
and navigate a virtual environment guided by a research
assistant, or otherwise navigate and move around by
themselves using a joystick. There is 360-degree ‘first
person view' of the environment in active exploration.
In passive exploration, participants immersed in the
virtual world do not move around or explore it. They
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stay in a fixed location and are exposed to stimuli but
can look around and can have a 360-degree ‘first person’
view of the environment [8].

Cognitive assessment via wearable devices

In recent years, mobile and wearable technologies (such
as smartphones, tablets, smartwatches and rings, smart
suits) present a unique opportunity to massively detect
neurodegenerative diseases in a timely and economical
fashion. The onboard sensors at the hearts of these
systems are able to provide metrics by means of active
(prompted) or passive (unnoticed) measurements, with
a considerably flexible approach [9]. There are several
advantages to wearable devices. These are: (1) widespread
usage of these newer technologies, (2) immediate
access of information due to the internet connectivity,
(3) increasing sensitivity and plurality of onboard
sensors, (4) near accurate monitoring of physical and
cognitive symptoms/abilities, and (5) extremely low
burden on the healthcare system, as large segments of
the population are increasingly using these devices [9].
There are also two types of data collection by the
wearable devices, i.e., either active data collection (for
example, prompted voice test by the device to note
tremors in the vocal cords suggesting the possibility
of Parkinson's disease) or passive data collection
(for example — smartwatch-based step counter).
Table 1 depicts some of the common sensors used
in wearable devices and their respective domains they
measure/interpret.

Table 1. Commonly used sensors and the respective domains
they interpret [9]

Digital assessments

Some of the instruments developed for digital

applications and that have also been validated [6]

include (1) Cogstate Brief Battery, (2) the Computerized

National Institutes of Health Toolbox Cognition Battery

(NIH-TB), and (3) the Cambridge Neuropsychological Test

Automated Battery (CANTAB).

* Cogstate Bried Battery (CBB): This was developed
to mitigate the effects of language and culture on
cognitive assessment. This test battery was initially
developed in the early 2000s for PCs (where
participants could respond via keystrokes) but is now
available for tablets too. It measures response time,
working memory, and continuous visual memory using
the universal stimulus set of common playing cards.
However, there are a few additional non-card-playing
tasks (e.g., a paired associative learning task and a maze
learning task). The Cogstate system was designed
to be administered by an examiner, but there have
been recent efforts to effect remote administration;
additionally, once logged into the platform, the
tasks are easy to progress through independently.
More recently, the CBB has been made available for
unsupervised testing using a web browser.

Itis being used in the Healthy Brain Project in Australia
with a high acceptability and usability and low rates
of missing data. The psychometric characteristics
of the CBB were similar to those collected from
supervised testing [6].

A recent iteration of the Cogstate tasks is the C3
(Computerized Cognitive Composite) which includes the
CBB in addition to two measures that are potentially
sensitive to changes in early Alzheimers, i.e., the

Sensor Metrics and sense domain measured Behavioral Pattern Separation-Object Version (BPS-O)
Microphone | * Voice power spectrum and tremor — and the Face-Name Associative Memory Test (FNAME).
voice features of speech and language . . . .
+ Vocabulary, pauses — cognition Behavioral versions of the FNAME and a modified version
* Ambient noise level — environment of the BPS-O were selected as they have been shown
Touchscreen | « Swipe pattern efficiency — fine motor to be sensitive to activity in the medial temporal lobes
movement . . e . .
+ Keyboard typing/Tapping speed — fine motor in individuals at risk of AD based on biomarkers [6].
* Vocabulary — written text Additionally, Cogstate C3 battery’s memory tasks were
Geoposition | * Location patterns — behavior and found to be best at identifying individuals’ subtle cognitive
movement — mobility - : ) .
o B s e BE el e — impairments, as defined by paper and pencil measures
executive function and spatial memory (PACC) performance. It has been found to correlate well
Device + Reminder use, PIN and password attempts — with paper and pencil measures of performance.
usage memory . . + Computerized National Institutes of Health
+ Number of apps used — executive function
+ Behavior disruptions, frequency Toolbox Cognition Battery (NIH-TB): This was
of interactions — social interactions . . .
designed as an easily accessible and low-cost
40 Consortium Psychiatricum | 2022 | Volume3 | Issue 1



means to provide researchers with standard and
brief cognitive measures for various settings.
It was released in 2012 for PC, and a tablet version
is also now available. Some tests have recently been
implemented for remote administration via screen
sharing in a web browser. It has been validated
against standard neuropsychological measures, as
well as against established cognitive composites for
use in preclinical Alzheimer's dementia [6].

It consists of seven established neuropsychological
tests, selected and adapted to a digital platform by an
expert panel. The cognitive domains covered include
attention and executive functions, language, processing
speed, working memory, and episodic memory.

The Cambridge Neuropsychological Test Automated
Battery (CANTAB) [10]: This was intended as a language-
independent and culturally neutral cognitive assessment
tool initially developed by the University of Cambridge
in the 1980s. It mostly uses non-verbal stimuli, and
includes measures of working memory, planning,
attention, and visual episodic memory. Administration
of CANTAB was initially on PC but is now available
through CANTAB mobile (tablet-based). It offers an
online platform for recruitment by pre-screening
patients using their cognitive assessment instruments.
Mobile/Tablet Versions of existing tests: These
are some of the mobile/tablet versions of the
commonly used tests.

¢ eSAGE — paper-based Self-Administered
Gerocognitive Examination (SAGE) [11]
0 e-CT — K-T paper-based cancellation test,

consisting of two blocks of stimuli composed
of 30 symbols displayed on a tablet touch screen

0 Cambridge University Pen to Digital Equivalence
assessment (CUPDE) — Saint Louis University
Mental State Examination (SLUMS) CogState PC

¢ eMOCA — standard paper-based Montreal
Cognitive Assessment

¢ Digital version of the Trail Making Test (dTMT)

Mobile/Tablet Versions of new tests:

¢ Cognitive assessment for dementia, iPad
version (CADi): This is being used for mass
screening for dementia. It has ten items including
immediate recognition, semantic memory,
categorization, subtraction, repeating backwards,
cube rotation, pyramid rotation, trail making
A and B, and delayed recognition tests [12].

Smartphone-Based Color-Shape Test (CST):
This measures cognitive processing speed and
attention. Participants match color and shape
according to a legend showing paired colors and
shapes at the top of screen by touching the color
pad at the bottom of the screen. It records the
number of attempts and the number of correct
answers. CST scores correlate with scores on
the MMSE and other speed and attention tests,
showing the possibility of using smartphones for
cognitive assessment in older adults [12].
Computerized cognitive screening (CCS): This
consists of a symbol-matching task, a memory
task, and an object matching task used to assess
concentration, memory, and visuospatial
functioning. A few studies have found a significant
correlation between CCS scores and Montreal
Cognitive Assessment (MoCA) scores [13, 14].
Mobile Cognitive Screening (MCS): This is a
mobile-based neuropsychological test. It consists of
33 questions from 14 types of test that assess eight
cognitive domains including arithmetic, orientation,
abstraction, attention, memory, language, visual,
and executive function. All test questions have been
modified for a mobile platform [15].

Brain Health Assessment (BHA): This is
a 10-minute tablet-based cognitive assessment
to detect MCl and dementia. When compared
with the MoCA, BHA demonstrated higher
accuracy in detecting mild cognitive decline and
similar accuracy in detecting dementia [15].
Computerized Cognitive Composite for Preclinical
Alzheimer's Disease (C3-PAD): This assesses
episodic memory and working memory. It has
demonstrated significant association between the
in-clinic tests and the at-home tests, suggesting
home-based cognitive assessment with mobile
devices is feasible if sufficient training is provided [12].
National Center for Geriatrics and Gerontology
function assessment tool (NCGG-FAT): This
includes eight tasks used to assess memory,
attention, processing speed, visuospatial, and
executive function. It has high test-retest
reliability and high validity in comparison with
conventional neurocognitive tests, suggesting
that the NCGG-FACT may be useful in assessing
cognition in population-based samples [16].
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¢ Toronto Cognitive Assessment (TorCA) [17]:
This is a more comprehensive test than screening
tests but shorter than a neuropsychological
battery. It has 27 subtests to evaluate multiple
cognitive domains. It can be administered on
paper or on an iPad, with each mode using the
same questions. TorCA demonstrated statistically
significant ability to differentiate between MCI
and normal cognition.

¢ Computer-Administered Neuropsychological
Screen for Mild Cognitive Impairment (CANS-
MCI) [18]: This is a 30-minute eight-task battery
that can be self-administered. It measures episodic
memory, executive functions, and language
with good test-retest reliability and moderate
correlations with standard neuropsychologic
measures. It has the advantages of automated
scoring, result interpretation, and provides care
recommendations.

STRENGTHS OF DIGITAL ASSESSMENTS

Digital assessments are more accessible and cost-effective
due to self-administration. These tests automatically
generate alternative forms which may help minimize
practice and version effects. They have automatic
scoring recording and give immediate access to results.
These tests utilize artificial intelligence (Al) methods
and hence are faster, novel, and provide more sensitive
cognitive data analysis [7]. These tests are highly scalable,
and therefore can be used for remote assessment
in amuch larger population. These can be used for more
frequent assessment with potentially more sensitive
cognitive paradigms. Moreover, as these are performed
in a familiar environment, they may accordingly increase
the ecological validity. Another major advantage of digital
assessments is that they provide cognitive assessment
outside clinics with rapid data transfer to healthcare
providers. Certain time-sensitive parameters, such as
reaction time or inspection time, can be measured more
accurately with digital tests [19].

In some tests, there are algorithmically defined approaches
to a particular test (e.g., organization, planning), evaluation
of pauses, perseverations, domain-specific errors, and/or
response times in very specific measurements that add
value to neuropsychological assessment data [7, 20].

Added advantages of smartphone-based assessments
include reduced risk of the “white-coat effect”. They

provide additional opportunities for an individual
to track their own cognitive health over time, potentially
leading to increased commitment to their well-being.
They further reduce the need for in-clinic visits among
participants of various trials and encourage those
in more remote areas to participate. They also help
with short- or long-term monitoring through repeated
assessment outside the clinic to detect early, subtle signs
of cognitive decline.

Collating these new data streams results in a composite
description of a person’s behavior which is known as the
“Digital phenotype”, i.e., alternative measurement of
health-related behaviors. Digital phenotyping incorporates
data from mobile sensors, keyboard interactions, voice,
speech, and other streams obtained during everyday
use of social media, wearable technologies, and mobile
devices [7]. GPS technology in these devices can record daily
movement data that can aid in the recognition of behavioral
symptoms of incipient dementia.

LIMITATIONS OF DIGITAL ASSESSMENTS
Several variables can influence the outcome of
a technology-based cognitive assessment, including
test characteristics, test duration, test frequency, and
training and prior technology experience of the person
being assessed. Privacy issues are paramount when
obtaining health data from any internet-connected
device, especially someone’s personal device. Some of the
authors caution against using these technologies as a sole
means of diagnosis, but advocate their use in conjunction
with comprehensive evaluations by trained clinicians [7].

Little attention has been paid to person-centered care
and person-centered assessment concepts. Modern
neuropsychological tests might only be available in some
of the world's regions. In many countries, there are large
proportions of the population with little education, and for
whom these modern neuropsychological tests might not
be appropriate. Tests developed with culturally specific
stimuli will not be applicable in some cultures [21].

Moreover, there can be technological issues, such as
variations in computer hardware. Currently, only limited
information on psychometric and normative properties
for different clinical population is available for digital
tests. These tests can be influenced by knowledge
of computers or other technology. Limitations unique
to virtual reality are dominated by physiological concerns
(e.g., motion sickness) [7].

42
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CRITIQUE OF TECHNOLOGY-BASED ASSESSMENTS
There is lack of consistent, consensual definitions of key
neuropsychological concepts, which poses an ongoing
challenge to the profession and researchers, resulting
in problems in communication within and outside
the field. Neuropsychologists tend to be molecular in
their approach, dividing behaviors into abilities such
as language, memory, and the like. In fact, behavior
in the environment rarely involves using these abilities
in isolation [22].

There is also a lack of consensus as to what constitutes
a neuropsychological domain. For example, to assess
executive functioning, there is no consensus about what
constitutes this domain, and some theorists have even
questioned its validity. Working memory is typically considered
a part of executive functioning. When one is assessing
working memory, whether one is actually setting attention,
working memory, executive functioning, or a combination
of these, is still not clear. Only a few studies have addressed
the long-term reliability of neuropsychological assessments
in stable patients. Moreover, the reliability of memory tests
is consistently lower.

In addition to the above-mentioned, there are also issues
related to patients’ preferences and it is frequently seen
that patients use devices less often due to cumbersome
procedures related to wearing them or difficulty in logging
in and out from their systems. Additionally, many of the
elderly do not want to be dependent on caregivers
or assessors to help them to use these devices daily.

Among all such devices, cognitive tests based on
tablets are most acceptable. Studies have suggested
that adults of more than 55 years of age have a greater
preference for the use of touchscreen devices, as these
devices have more direct and intuitive interaction,
lower motor demands, and are relatively easy to
use. Moreover, tablets offer greater mobility than
personal computers and are more user-friendly than
smartphones for older adults owing to the larger screen
sizes and better response field views. In recent years,
there had been a growing interest in developing and
validating tablet-based cognitive assessment tools.
Many neuro-cognitive tests have been validated for
use with tablets [5].

Further, there are emerging legal and ethical issues
related to technology-based monitoring. Some authors
have raised privacy concerns with trackable wearable
devices and the feeling of constantly being monitored

during every activity. As wearable devices can also collect
user data regardless of time and place, uploading data
to the cloud can easily make the wearable device's
system vulnerable to attack and data leakage. Defects
in technology can sometimes cause problems such as
lack of control over data flow links in wearable devices,
and data and privacy leaks are more likely to occur. All
these issues have raised serious privacy concerns and the
elderly, being a vulnerable population, could be extremely
vulnerable to attack by cybercriminals. Hence, proper
data security should be taken care of by the wearable
device manufacturers or technology software developers
to tackle these emerging concerns [23].

Further, a vast majority of the aging population
reside in low- and middle-income countries (LMICs),
where these technology-based assessments and
subsequent interventions are in a nascent stage. These
technology-based devices are expensive and the patient
population in LMICs is less educated as to their usage.
More awareness and education programs are needed
to propagate the message to the lay public regarding
early identification of cognitive decline in the elderly and
the subsequent need for monitoring and assessment.

CONCLUSIONS AND THE WAY FORWARD

It is essential to establish a neuropsychology data archive
as an Open-Access Global Resource and develop a global
collaborative network. It is also necessary to specify the
latent traits assessed by each test and identify each trait's
most efficient measurement models [24]. There should
be constant efforts to improve the reliability and validity
of mobile assessments and attempts to incorporate
person-centered assessment and digital phenotyping
in conjunction with mobile technologies. Patterns of
mobile phone data can be used to identify changes
in cognitive function, sleep patterns, mood, mobility,
exploration of novel environments, social engagement,
and other features that may provide critical indications
of clinically meaningful change.

There is need for further validation when existing
normed tests are translated to mobile platforms because
the change in the delivery method may bias the test results,
especially for self-administration. Future usability studies
must include older adults with cognitive impairment
to implement monitoring technologies to identify trends
and acute changes outside the clinic in people with
cognitive impairment.
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REVIEW

Symptomatic Profile of Cariprazine

in the Context of ICD-11 Domains

for Schizophrenia: Review of Clinically
Oriented Studies

CuMnTOoMaTMYeCcKun Npoduib KapunpasmHa B KOHTEKCTE JOMEHOB Wn30¢peHnu
B MKB-11: 0630p KIMHNYECKN OPUEHTUPOBAHHbIX NCC1I€0,0BaHNN
doi: 10.17816/CP105

Review
| Alexey Pavlichenko, Anna Gubina | Anekceit MaBnuyeHko, AHHa lN'ybuHa
Mental Health Clinic No.1 named after N.A. Alexeev, TbY3 «[cuxuampuyeckas kauHu4eckas 6oasHuya Ne 1
Moscow, Russia um. H.A. Anexceesa lenapmameHma 30pa8o0XpaHeHus
2opoda Mockeel», Mockea, Poccus
ABSTRACT

INTRODUCTION: One of the innovations in the ICD-11grouping "Schizophrenia and Other Primary Psychotic
Disorders" is the implementation of six symptom domains intended to improve diagnostics and treatment of these
mental conditions in clinical practice. In this respect, evaluation of the effects of various psychotropic drugs, primarily
antipsychotic agents, on the specified psychotic symptom domains is a critical task. The antipsychotic agent cariprazine,
registered in many countries worldwide (including Russia) for schizophrenia treatment, was selected as the psychotropic
drug model for the purposes of the present review.

METHODS: For the purposes of this review the MEDLINE, Cochrane Central Register of Controlled Trials, and
PubMed databases were searched for randomized controlled trials comparing cariprazine with a placebo,
or a placebo and one or several antipsychotic agents, and that was performed within the period from January 2014
to March 2021.

RESULTS: Cariprazine has proved its efficiency in relation to all symptom groups of the ICD-11 domain "Positive
Symptoms", and may be considered a front-line therapy for treatment of the first and multiple episodes of schizophrenia,
disorganized thinking, and behavioral disorders in the form of aggressiveness and hostility. Cariprazine has the
best evidential base for treatment of various symptoms within the ICD-11 domain "Negative Symptoms" among all
antipsychotic agents. The data with regard to the effects of cariprazine on the domain "Depressive Mood Symptoms"
are controversial. No data concerning the effects of cariprazine on the domain "Manic Mood Symptoms" are available,
but the effectiveness of cariprazine monotherapy for manic episodes without any psychomotor agitation signs in the
instance of bipolar disorder has been demonstrated. The effectiveness of cariprazine therapy for the ICD-11 domain
"Psychomotor Symptoms" has not been investigated, either within the framework of monotherapy or in the course
of adjuvant therapy. The effectiveness of cariprazine has been demonstrated in treatment of the domain "Cognitive
Symptoms", and the pro-cognitive effect of the drug has developed regardless of its impact on any other schizophrenia
symptoms. The drug'’s capability to improve the functioning of patients with schizophrenia was demonstrated regardless
of the impact on psychotic symptoms.
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CONCLUSION: Cariprazine is the first-line drug for treatment of the domain "Negative Symptoms" as well as
representing front-line therapy for the treatment of ICD-11 domains "Positive Symptoms" and "Cognitive Symptoms".
Additional studies will be required in order to evaluate the effects of cariprazine on the ICD-11 domains "Manic Mood
Symptoms" and "Depressive Mood Symptoms".

AHHOTALNA

BBEAEHME: OgHuM 13 HoBoBBegeHU pasgena MKB-11 «wmnsodpeHns n gpyrme nepeBuYHble MCUXOTUYECKME
paccTporicTBa» ABATCA UMMIeMEHTaLUNs 6 JONOMHUTENbHbIX JOMEHOB, KOTOPbIE JO/KHbI YYULLNTE AUArHOCTUKY
W NeYveHne JaHHbIX COCTOSHUI B KNIVHUYECKON NpakTuke. B CBA3M € 3TVM, akTyanbHOM 3ajavein ABnsSeTcs oueHKa
BINAHVA Pa3INUYHbBIX MCUXOTPOMHbLIX CPEACTB, B NepByto ovepe/b, aHTUMCUXOTUKOB, Ha BblAeNeHHble JOMeHbI
NMCUXOTUYECKUX PacCTPONCTB. B laHHOM 0630pe B KavecTBe MCUXOTPOMHOro CPeACTBa bbla BbIOPaH aHTUMCUXOTUK
KapunpasuH, KOTOPbIV 3aperncTpmpoBaH BO MHOMMX CTPaHax M1pa, BKa4Yasa Poccuto, Ans nedeHns WimnsodppeHuny,
KOTOPBbIV 3aperncTprpoBaH AN 1eYeHNs WN30PPeHn BO MHOTUX CTPaHax M1pa, Bkitoyasa Poccuio.

METO/AbI: Ana saHHOro 063opa 6bia1 OCyLLecTBAeH MOUCK PaHAOMU3NPOBAHHbBIX KOHTPONPYEMbIX NCCAeL0BaHWA,
CPaBHMBAIOLLMX KAaPUMPasmH € naauebo, C OA4HUM AN HECKONBKUMW aHTUNCUXOTUKaMU. Nonck nponsseseH no 6asam
AaHHbIX MEDLINE, Cochrane Central Register of Controlled Trials u PubMed. Fny6brHa novicka ¢ aHBapsa 2014 no mapt
2021 roaa.

PESYJ/IbTATDI: Pe3ynbTaThbl CBUAETENLCTBYOT O TOM, UTO KapunpasuH 3¢PpekTBeH B OTHOLUEHUW BCeX rpynn
cMmniToMoB gomeHa MKB-11 «Mo3nTUBHbBIE CUMMTOMbI» U MOXET pacCMaTpUBaTLCA Kak npenapat Belbopa npu neyeHunm
nepBbIX 1 MHOXECTBEHHbIX 3MN3040B 60Ne3HN, fe30praHn3aLn MblLLIEHWS 1 HapyLLEeHHOro NoBeAeHns B BUje
arpeccum v BpaxaebHocTn. KapunpasuH MeeT HanayuLlyto cpeim BCeX aHTUMCUXOTUKOB JoKa3aTelbHYo 6a3y A1
NleYyeHns pasHbIX CUMATOMOB goMeHa MKB-11 «HeraTuBHble CUMMATOMBI». [lJaHHble O BAUAHWN KapunpasnHa Ha JOMeH
«/lenpeccriBHbIe CUMMATOMbI» ABIAIOTCA NPOTVUBOPeYnBbLIMA. OTCYTCTBYIOT IaHHbIE O BAVAHNM KapunpasyrHa Ha JoMeH
«MaHMnakanbHble CUMMTOMbI», HO AioKa3aHa 3$PeKTNBHOCTE MOHOTepanun KapnnpasrHOM MaHWakanbHbIX 3MM3040B
6e3 MpM3HaKOB MCUXOMOTOPHOr0 BO3OYXAEHUSA Npu 61NoAspHOM paccTpolictee. VccnegoBaHust adpdekTUBHOCTHU
Tepanuu kapunpasnHom gomeHa MKB-11 «NCMXOMOTOPHbIE CUMNTOMbI» He MPOBOAMIOCL H/ B paMKax MOHOTepanmu,
HW B paMKax afbltoBaHTHONM Tepanuu. KapunpasuH gokasan 3GPeKkTMBHOCTb B IeUeHUN JOMEHa «KOTHUTUBHbIE
CUMMTOMbI» Y MPOKOTHUTUBHBIV 3¢ deKT npenapaTa pa3BrBaca He3aBUCKMMO OT ero BAUAHNSA Ha Apyrie CUMNTOMbI
wnsodpeHnmn. bbina nokasaHa BO3MOXHOCTb Npenapata yay4dwate GyHKLUMOHNPOBaHWSA B60bHbIX LWN30PpeHmels,
He3aBNCKMMO OT BAUAHUS Ha CUMMTOMbI 3a60/1eBaHNA.

BbIBO/bl: KapunpasuH aBnaseTca npenapaToM Nepsoro Bblbopa Npu Ne4eHNN JOMeHa «HeraTuBHble CUMMATOMBbI»,
a TaKxe mpenapatom Bblbopa Mpu sedyeHU AoMeHoB MKB-11 «MO3UTMBHbIE CYMMATOMbI» W «KOTHUTUBHbIE
CUMATOMbI». HeobxoAnMbl JOMONHUTENbHbIE WUCCNEfO0BaHUSA NS OLEHKW BAUSAHUA KapunpasvHa Ha AOMeHbl
MKB-11 «MaHMaKkanbHble CUMMATOMbI» U «erpeccrBHble CUMMTOMBbI».

Keywords: cariprazine; schizophrenia; ICD-11; symptom domains; PANSS
KnoueBble cnoBa: kapunpasuH,; wusoppeHus; MKBE-11; doMeHbl nepeuYHbIX ncuxomuyeckux paccmpoticms; PANSS

INTRODUCTION and to identify homogeneous groups of patients for

The main reason for the introduction of statistically
identifiable psychopathological symptom groups or
domains into clinical practice was the desire to reduce
the clinical heterogeneity of schizophrenia, to describe
the clinical pattern of the disease more comprehensively,

neurobiological research [1]. The following five dimensions
are usually specified in studies of the dimensional
structure of mental diseases: “positive symptoms”,

“negative symptoms”, “cognition”, “disorganization”, and
“affective symptoms” [2]. Drug abuse, early manifestation
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of the disease, absence of insight, cognitive functioning,
hostility, behavioral disorders, and “motor symptoms”
are considered to represent additional domain [2].

Dimensional models based on the Positive and Negative
Symptom Scale (PANSS) have become widespread in
psychiatry [3]. Although only three PANSS domains were
initially identified by the authors (the sub-scales of positive
and negative syndromes and general psychopathology) [3],
other PANSS models were proposed in subsequent
studies. In particular, these are the pyramidal model with
the specification of negative, positive, and depressive
symptoms [4], the five-factor Marder model (positive
symptoms, negative symptoms, disorganization of thinking,
hostility/agitation, and anxiety/depression) [5] and others,
yet none of these are fully satisfactory [6]. This is apparently
related to the fact that many variables (age, duration and
phase of the disease, drug administration, etc.) can affect
the symptoms of schizophrenia, and the same patients may
fall into different groups in different models.

In ICD-11, dimensional evaluation is possible for
disorders within the grouping “Schizophrenia and
Other Primary Psychotic Disorders” (schizophrenia,
schizoaffective disorder, acute and transient psychotic
disorder, delusional disorder,
psychotic disorders) as supplementary or additional
according to the classification “for a better understanding

any other primary

of the condition and treatment selection” [7]. Itis important
to note that although the term “dimensional evaluation”
is present in ICD-11, the term “dimension” itself is not
used therein, and the terms “domain”, “
manifestations”, and “symptom qualifiers” can be

found in a similar context. Six groups of symptomatic

symptomatic

manifestations (domains) are proposed in ICD-11
for primary psychotic disorders: psychotic, negative,
depressive mood, manic mood, psychomotor, and
cognitive symptoms [7]. Only negative, depressive mood,
manic mood, and psychomotor symptoms fully coincide
in ICD-11 and DSM-5 [8, 9]. Two dimensions correspond
to the ICD-11 domain “Psychotic Symptoms” in DSM-5:
and the
dimension “cognition reduction” corresponds to the

“hallucinations” and “delusional ideas”,
domain “Cognitive Symptoms”. The dimension “speech
disorganization” is also absent in ICD-11. Each ICD-11
domain may be evaluated according to the following
scale: 0 — no symptoms; 1 — symptoms are present, but
only in mild form; 2 — symptoms are present in moderate

form; 3 — symptoms are present in severe form;

9 — evaluation is impossible on the basis of the available
data [7]. As in DSM-5, examples of the evaluation of the
severity of the symptoms are given in ICD-11: for example,
a severe degree of psychotic symptom manifestation
assumes that delusional ideas determine the patient's
behavior and disturb his/her functioning considerably.
The dimensional approach implemented in the revisions
of the two main international classifications in many
ways represent the scientific paradigm shift with regard
to conceptualization of psychotic disorders. This transition
should be gradual, and requires a clear understanding
of its basic principles by specialists [9]. The online survey
of the Russian psychiatrists’ attitudes in relation to
ICD-11 showed their interest in ICD-11, especially among
young colleagues [10].

Cariprazine is a partial D2/D3 receptor agonist with
primary affinity to the D3 receptor, and produces a
multi- functional effect on various types of 5-HT receptor [11].
Partial agonism in relation to D2 receptors is associated
with treatment of positive and maniacal symptoms and
a low frequency of “dopamine” side effects, such as
extrapyramidal syndrome and hyperprolactinemia [11-13].
Blockade of D3 receptors is associated with the pro-
cognitive, anti negative and antidepressive properties
of the drug [14]. Further, a hypothesis was suggested
that a high affinity of the drug to D2 and D3 receptors
might enhance its antipsychotic activity and improve the
treatment of negative and cognitive symptoms [15]. It was
demonstrated with the use of animal models that partial
agonism in relation to D3 receptors had a positive effect
on cognitive deficiency and anhedonia [16]. Cariprazine
also acts as a partial 5-HT1A receptor agonist and as
a 5-HT2B, 5-HT2C, and 5-HT7 receptor antagonist [12].
Partial agonism in relation to 5HT1A can have a positive
effect on negative and affective symptoms. Antagonism
in relation to 5-HT2C and 5-HT7 may be associated
with pro-cognitive and antidepressive properties of
cariprazine [17, 18]. The elimination half-life of cariprazine
is approximately 2-4 days, and for its active metabolite
(didesmethylcariprazine), this period amounts to
1-3 weeks; therefore, the drug's concentration in the
plasma continues to increase for about a week despite the
drug being administered in the same dose, and complete
elimination of the drug from the blood after ending its
administration can take up to several weeks [12].

Inclusion of the dimensional evaluation of the primary
psychotic disorders within ICD-11 will result in the need
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to assess the effects of various psychotropic drugs,
primarily antipsychotic agents, on the specified psychotic
disorder domains. The antipsychotic agent cariprazine,
registered in many countries worldwide (including
Russia) for schizophrenia treatment, was selected as the
psychotropic drug model for the purposes of the present
review. In spite of the fact that the pharmacological profile
of cariprazine is associated with effects on the positive,
manic, negative, cognitive, and depressive symptoms,
and its influence on various schizophrenia symptoms
has been demonstrated by randomized clinical trials,
the drug's efficiency with regard to the identified ICD-11
domains has never previously been evaluated.

The purpose of this article is to assess the efficiency
of the effects of cariprazine on the ICD-11 domains
identified for schizophrenia on the basis of clinically
oriented studies, primarily randomized clinical trials.

METHODS

A search of English language publications for the current
review was carried out with the use of the MEDLINE,
Cochrane Central Register of Controlled Trials (CENTRAL),
and PubMed databases. The search was performed
according to the following keywords: “Schizophrenia”
or “Psychosis” and “Cariprazine”. The following inclusion
criteria were adopted: trials based on the referred sample
of adults; reliable diagnostics of schizophrenia; and
structured interviews and standardized criteria based
on reliable assessments of the results. Firstly, the final
analysis included published randomized controlled trials
that compared the effects of cariprazine with a placebo,
or with a placebo and other antipsychotic agents, in the

course of short-term and long-term therapy of various
schizophrenia symptoms performed within the period
from 2014 (when the first randomized controlled
trials evaluating cariprazine efficiency in schizophrenia
treatment were published) to June 2021. Secondly, the
data from randomized controlled trials were used for
analysis by means of post-hoc evaluation; the results
of meta-analyses assessing the efficiency and safety
of different antipsychotic agents, particularly cariprazine,
in the treatment of various schizophrenic symptoms.
Thirdly, randomized controlled trials of cariprazine's
efficiency in the acute treatment of mania and depression
in the frame of bipolar disorder were used in the review
in order to assess the drug's effects on the ICD-11
domains “Depressive Mood Symptoms” and “Manic Mood
Symptoms". Descriptions of the symptom domains were
taken from the English language version of Chapter 6 of the
International Classification of Diseases, Rev. 11 (ICD-11).

CARIPRAZINE'S EFFECTS ON THE DOMAIN
“POSITIVE SYMPTOMS"
The ICD-11 domain “Positive Symptoms of Primary Psychotic
Disorders” includes not only persistent delusional ideas,
hallucinations, and severe behavioral disorders, but also
disorganized thinking, which is considered an individual
dimension of primary psychotic disorders in DSM-5 [8].

The efficiency of cariprazine within the framework
of remitative therapy for schizophrenia was demonstrated
by three double-blind placebo-controlled six-week multi-
center trials (Table 1).

In the first trial [19], to assess cariprazine's safety
and efficiency, 732 patients were randomized into

Table 1. Short-term studies of cariprazine efficiency for remitative therapy of schizophrenia

Trial 1
(Durgam et al., 2014)

Trial 2

(Durgam et al., 2015)

Trial 3
(Kane et al., 2015)

Multi-center randomized double blind placebo-controlled

Duration: total 9 weeks (wash-out period — 4-7 days; therapy period — 6 weeks; observation period — 2 weeks)

5 groups 4 groups 3 groups

N=732 PANSS_score N=617 PANSS_score N=440 PANSS_score
reduction reduction reduction

Fixed: Fixed: Fixed/variable:

Placebo 11.8 Placebo 14.3 Placebo 16.0

Cariprazine 1.5 mg 19.4 Cariprazine, 3 mg 20.2 Cariprazine, 3-6 mg 22.8

Cariprazine 3.0 mg 20.7 Cariprazine, 6 mg 23.0 Cariprazine, 6-9 mg 25.9

Cariprazine 4.5 mg 22.3 Aripiprazole, 10 mg 21.2

Risperidone 4 mg 26.9

Primary enapoint: total score as per the PANSS scale in 6 weeks.

Additional endpoints: scores as per NSA-16, CGI-I, PANSS (positive/negative symptoms), SQLS-R4, CDR/CTT scales.
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placebo, cariprazine (fixed doses of 1.5, 3.0, and
4.5 mg) or risperidone (4 mg) groups. By the end
of the trial, all the cariprazine and risperidone doses
were found to have caused statistically significant
(as compared with the placebo) reductions of the
total score (-19.4, 20.7, 22.3, and 26.9, respectively) and
considerable improvement according to the Clinical
Global Impression Scale (p <0.05) [19].

During the second trial, the patients took either
a placebo (n=153), or fixed doses of cariprazine (3 mg/day
and 6 mg/day), or an active comparator, aripiprazole
(10 mg/day) [20]. As in the previously mentioned trial [19],
alarger dose of cariprazine can be associated with a greater
reduction in the total score, as per the PANSS scale
(20.2 and 23.0, respectively) as well as the scale of positive
symptoms (6.8 and 7.5 points, respectively) and the PANSS
scale of general psychopathology (9.6 and 11.3 points,
respectively). Further, the patients taking the active
substance demonstrated significant improvement with
regard to reduction of negative symptoms and depressive
mood in comparison with the placebo, as measured via
the use of the PANSS scale of negative symptoms and The
16-item Negative Symptom Assessment (NSA-16) scale for
evaluation of negative symptoms. Improvements according
to the The Clinical Global Impression — Severity scale (CGI-S)
were also considerably greater for both doses of cariprazine
beginning from the second week of therapy [20].

Efficiency, safety, and tolerability of two cariprazine
administration regimes (3-6 mg and 6-9 mg respectively)
for patients showing the manifestation of schizophrenia
were assessed during the third nine-week trial (Kane et al.,
2015) performed within the framework of the third drug
registration stage [21]. Statistically significant differences
in favor of the active substance were observed by the
sixth week of therapy for the PANSS scales of positive and
negative symptoms (3-6 mg/day, p <0.05; 6-9 mg/day,
p <0.001) and the Clinical Global Impression Scale CGI-S
(3-6 mg/day, p <0.05; 6-9 mg/day, p <0.001). The statistical
difference compared to the placebo according to PANSS
began to be observed from the first week of therapy
onward for the group taking 6-9 mg of cariprazine, and
from the second week of drug administration for the
group taking 3-6 mg. In accordance with the CGI-S Scale
differences, as compared with the placebo, began to be
observed from the first week of therapy for the patients
taking 6-9 mg of cariprazine, and from the third week
for 3-6 mg [21].

Post-hoc analysis of cariprazine's effects (the doses
of 1.5-9 mg) on the five PANSS domains identified [5]
and individual points of this scale [22] (see Table 2) were
performed on the basis of these three trials including
1466 patients with schizophrenia.

By the end of the sixth week of therapy, cariprazine
was clearly superior to the placebo for all five PANSS
domains identified in a statistically reliable manner.
Statistically significant differences between cariprazine
and the placebo with regard to reduction of individual
symptoms as per the PANSS scale were determined
for 26 out of 30 points of this scale (that is, with the
exceptions of G1, G3, G7, P5) (See Table 3). The average
effect size for treatment of positive symptoms was 0.38:
it was the most prominent for the dose of 4.5 mg (effect
size of 0.52) and the least prominent for 1.5 mg (effect
size of 0.25). Cariprazine was superior to the placebo
in the treatment of the symptoms within the domain
“Disorganization of Thinking" [5] by 46.7% on average;
in this instance, the effect size was the most prominent
for the dose of 4.5 mg (0.6) and the least prominent for
3 mg(0.38) [22]. Taking into account the description of the
domain “Positive Symptoms” in ICD-11, only points P2
(conceptual disorganization) and N5 (abstract thinking
difficulties) from among the points of this domain may
be classified as positive symptoms. Cariprazine was
superior to the placebo in the treatment of the domain
“Hostility/ Agitation" [5] by 34.8% on average, though
to a greater degree for the dose of 1.5 mg and a lesser
degree for the dose of 4.5 mg. P4 (agitation) and P7 from this
domain may be classified as positive symptoms according
to the ICD-11 definitions. The effects of cariprazine on
manifestations of aggressiveness and hostility in the
instance of schizophrenia through changes in “Hostility”
(Point P7) with regard to PANSS by the end of the sixth
week of therapy was investigated in a separate study [23].
Statistically significant differences in comparison with the
placebo were observed for the patients taking cariprazine,
with an initial score of 2 or 3 for Point P7 as early as the
first week and up to the end of the trial, while in case
of the initial score of 4 and higher statistically significant
improvement in favor of cariprazine was observed from
only the third week of therapy. By the end of the sixth
week of therapy, a higher initial score for Point P7 was
associated with an increased reduction in hostility.

The duration of the period up to relapse development
(obvious aggravation of symptoms, admission to a mental
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Table 2. Changes in the effect size for domains of the PANSS scale by the end of the sixth week of therapy with different

cariprazine doses

Identified domains 1,5 mg 3,0 mg 4,5 mg 6,0 mg
Positive symptoms 0,25 0,32 0,52 0,42
Negative symptoms 0,44 0,34 0,62 0,51
Disorganization of thinking 0,4 0,38 0,6 0,49
Hostility/agitation 0,39 0,33 0,31 0,36
Anxiety/depression 0,15 0,1 0,15 0,29

hospital, aggressive behavior or suicidal risks) was
selected as the primary end point for the randomized
double blind placebo-controlled trial of the efficiency of
different cariprazine doses (3, 6, and 9 mg) for stable
patients with schizophrenia which lasted up to 72 weeks,
where the total score as per the PANSS scale, whilst
other scales was used as additional measures [24]. In
the course of the observations, recrudescence occurred
twice more rarely in the cariprazine group than in the
placebo group (24.8% and 47.5%, respectively, the
risk ratio — 0.45). The difference between the groups
became significant from the eighth week of therapy.
By the end of the observation period, the total score
as per PANSS, CGI-S, NSA-16, and the Personal and
Social Performance (PSP) scales had deteriorated
to a greater extent for the placebo group as compared
with the cariprazine group. It is also important to note
that within the first four weeks of therapy, relapse
occurred in only 3% of the patients in the placebo
group, which might imply the residual antirelapsing
effect of cariprazine partially associated with its long
half-life to elimination from the body; its metabolite
(didesmethylcariprazine) took 8.4 days to be eliminated.
Further, administration of cariprazine is associated with
considerably longer persistent remission and increased
probability of persistent remission exceeding six
months, as compared with the placebo [25].

Studies of cariprazine in routine clinical practice within
the framework of the non-blind trial for the patients with
schizophrenia without any response to previous therapy
demonstrated that cariprazine administration was
associated with significant positive changes beginning
from the second week of therapy, and lasting until the
end of the trial (sixteenth week of treatment) [26]. By the
end of the trial, considerable improvement was observed
in 38% of the patients, minimum improvement in 35%
of the patients, and no improvement in 11% of the
patients. It was also shown that not only was there

Table 3. Changes in the effect size for individual points of the
PANSS scale by the end of the sixth week of therapy

PANSS items Cariprazine (1,5-9,0 mg)
Positive symptoms
P1 0,32
P3 0,2
P5 0,07
P6 0,35
N7 0,23
G9 0,32
G12 0,30
Negative symptoms
N1 0,25
N2 0,36
N3 0,31
N4 0,37
N6 0,28
G7 0,08
G16 0,38
Disorganization of thinking
N5 0,26
G5 0,15
G10 0,27
G11 0,36
G13 0,25
G15 0,3
P2 0,44
Hostility/agitation
G14 0,23
P4 0,25
P7 0,28
G8 0,34
Anxiety/depression

0,18
G3 0,02
G4 0,26
G6 0,17

a considerable reduction in the negative symptoms, but
also areduction in delusions and hallucinations over the
course of the trial, which was evaluated via the use of the
special-purpose questionnaire, including also questions
about case histories and clinical appraisal. In this case,
70% of doctors participating in the trial were satisfied
with cariprazine's efficiency [26].

Comparison of cariprazine with 31 other antipsychotic
agents demonstrated that the drug was superior
to placebos in the treatment of positive symptoms
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(the standardized mean difference (SMD) was equal
to 0.3; cariprazine took a medium position with regard
to this parameter, having almost half the efficiency of the
leading antipsychotic agents (amisulpride, risperidone,
clozapine) [27]. At the same time, cariprazine is superior
to many antipsychotic agents with regard to such
significant side effects as weight gain, and increases
in prolactin and sedation. The authors of this study
believe that in spite of the difference in efficiency
between antipsychotic agents with regard to reduction
of positive symptoms, the focus in therapy selection
should be on investigation of the side effect profile
where the differences between the drugs is quite
evident. Subsequent to investigation of the entire
symptom range, including the doses of antipsychotic
agents, transition strategies, therapy duration, the role
of concomitant therapy, and tolerability, the consensus
amongst experts is to recommend the use of cariprazine
as the front-line therapy for the treatment of patients
with schizophrenia suffering from acute psychotic
states (including the first psychotic episode) with
attendant agitation and insomnia (in combination with
benzodiazepines), metabolic syndrome, and concurrent
drug abuse [28].

The majority of experts recommend maintaining a dose
of 1.5-3 mg/day to treat a first psychotic episode, while
rapid increase of the dose to the maximum (6 mg/day)
is possible in cases of more severe psychotic symptoms [28].
In the case of resistant schizophrenia or cariprazine
monotherapy for schizophrenic patients with attendant
agitation, the majority of experts recommend rapidly
increasing the dose of cariprazine to 6 mg/day. For
patients with concomitant metabolic syndrome, experts
often recommend a dose of 3 or 4.5 mg/day [28].

CARIPRAZINE'S EFFECT ON THE DOMAIN

“NEGATIVE SYMPTOMS"

The modern concept of negative disorders includes
the identification of five particular symptoms (abulia,
anhedonia, lack of social activity, blunted affect, alogia)
associated with functional reduction [29]. In ICD-11,
the domain “Negative Symptoms of Primary Psychotic
Disorders” includes the above-mentioned symptoms,
where it is also specified that the symptoms should not be
secondary ones in relation to depression, administration
of antipsychotic drugs, and positive symptoms [7]. It was
demonstrated in the early studies of cariprazine use for

schizophrenia treatment [19-21] and subsequent meta-
analysis of these studies [30] that reduction of negative
symptoms against the background of cariprazine
therapy did not depend on the reduction of positive
symptoms, as the difference between cariprazine and
the placebo remained statistically significant (the dose of
1.5-3 mg/day, p=0.0322, 4.5-6 mg/day, p=0.038), even
after adjustment for changes in positive symptoms.
Post-hoc analysis of the studies with regard to cariprazine
efficiency in acute therapy of schizophrenia [19-21] showed
that cariprazine was superior to the placebo at the end
of the sixth week of treatment by 47.8% on average; in this
case, the effect was most prominent for a dose of 4.5 mg
(the effect size — 0.62) and the least prominent for a dose
of 1.5 mg (the effect size — 0.44) [22]. The Factor Score
for Negative Symptoms (PANSS-FSNS), also known as the
Marder factor, has become increasingly used in recent
years to evaluate the manifestation of negative symptoms
and their changes in the course of therapy instead
of the PANSS scale of negative symptoms; it includes
Points N1, N2, N3, N4, N6, G7 and G16 of PANSS [5].
Direct analysis of these points during administration
of different cariprazine doses (1.5-9 mg) showed the
following changes in the effect size (as compared with
the placebo, 0.25; 0.36; 0.31; 0.37; 0.28; 0.08; and 0.38,
respectively), indicating that cariprazine administration
in all doses reduced all symptoms of the Marder factor —
with the exception of motor retardation — to a statistically
significant extent [22]. The above-mentioned meta-analysis
showed that cariprazine demonstrated higher efficiency
in cases of predominant negative disorders and short case
history, although the studies analyzed did not distinguish
between primary and secondary negative symptoms [30].
Cariprazine (average dose of 4.5 mg) and risperidone
(average dose of 4 mg) were compared in a multinational
randomized controlled trial of schizophrenic patients
with predominant negative symptoms [31]. The difference
between groups, as measured via the use of PANSS-FSNS,
was in favor of cariprazine by the end of the trial
(p=0.0022, the effect size in favor of cariprazine — 0.31).
Post-hoc analysis of this trial showed that administration
of cariprazine in comparison with risperidone was
associated with more significant improvement for
such PANSS points as affect flattening (N1), emotional
withdrawal (N2), passive-apathetic social withdrawal
(N4), and abstract thinking difficulties (N5), but not lack
of lack of spontaneity and flow of conversation (N6)
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or stereotyped thinking (N7). In addition, these changes
were not dependent on positive, depressive symptoms
or the extrapyramidal syndrome, as their changes over
the course of therapy were minimal [32]. Another post-hoc
analysis including placebo, cariprazine, risperidone, and
aripiprazole showed that in accordance with the Marder
factor (PANSS-FSNS), reduction of negative symptoms by
the end of the sixth week was only statistically significant
only cariprazine and risperidone, but not for aripiprazole.
After adjustment for changes in the positive symptoms
in order to exclude any secondary negative symptoms,
only cariprazine, but not risperidone and aripiprazole, was
considerably superior to the placebo [33]. The conclusion
drawn on this basis was that cariprazine had a direct,
specific and independent effect on negative symptoms
while risperidone apparently had a predominant effect
on secondary negative symptoms, reducing together with
the positive symptoms [33].

The capability of cariprazine to exert an effect on
negative symptoms within the framework of long-term
administration of the drug was also demonstrated
in two trials. In particular, according to a non-blind
48-week trial, the PANSS-FSNS parameters reduced
within the first eight weeks of therapy (the least-
squares mean (LSM) was 9.0 in the eighth week), and
were maintained for the subsequent 40 weeks (the LSM
was 11.1 in the forty-eighth week) [34]. These data were
close to the results of another trial lasting for 20 weeks
when the negative symptoms were reduced primarily
within the first 12 weeks of treatment and then changed
only slightly thereafter (the change in LSM was 11.5 by
the twelfth week and 12.1 by the twentieth week) [35].
On the basis of these trials, one might conclude that
cariprazine had proved its efficiency with regard
to treatment of the entire range of negative symptoms,
both within the framework of acute and maintenance
therapy of schizophrenia, and thus represents the
first-line drug for treatment of schizophrenia with
predominant negative symptoms [36]. This judgment
was confirmed by meta-analysis of the efficiency
of antipsychotic agents for treatment of schizophrenic
patients with prevailing negative symptoms; according
to this analysis, only amisulpride and cariprazine were
superior to the placebo with regard to the treatment of
this patient group to a statistically significant extent.
However, while amisulpride simultaneously caused

parallel reduction of depressive symptoms, the

efficiency of cariprazine did not depend on any
other symptoms [37]. Cariprazine may be also used
as a second antipsychotic agent in cases when
monotherapy with any antipsychotic drug is not
sufficiently effective to treat negative symptoms [28].
At present, cariprazine is considered the first-line drug
for treatment for negative symptoms in many international
schizophrenia therapy algorithms [28, 36], including
the clinical recommendations of the Russian Society of
Psychiatrists for the treatment of schizophrenia [38].
The cariprazine dose for treatment of negative symptoms
varies within the range of 1.5-6 mg, but it has been
demonstrated that higher doses (4.5-6 mg) are associated
with higher efficiency [22]. The majority of experts
specify 4.5 mg (50%) or 3 mg (30%) as the optimal dose
of cariprazine for treatment of negative symptoms [28].

EFFECT OF CARIPRAZINE ON THE DOMAIN
“DEPRESSIVE MOOD SYMPTOMS"
The signs of the ICD-11 domain “Depressive Mood Symptoms
of Primary Psychotic Disorders” do not fully correspond
to known depressive episode criteria as they focus on the
mandatory presence of low mood and suicidal behavior (for
moderate and high severity cases) in the clinical pattern,
while other important depressive episode criteria are
omitted [7]. In all likelihood, this approach was chosen
to allow for clearer differentiation between depressive
and negative symptoms, as some of them, for example
anhedonia, anergia, abulia and blunted affect, overlap [39].
Investigation of the PANSS
“Anxiety/Depression" [5] including anxiety (G2), guilt
feelings (G3), tension (G4), and depression (G6) in the

scale domain

course of post-hoc analysis showed that the effect size
in the cariprazine group was 0.21 by the sixth week
of therapy (for a dose of 6 mg it was 0.29, and for a dose
of 3 mgitwas 0.1) which was a little less than the average
score reduction in other domains, but nevertheless still
statistically reliable [22]. The maximum score reduction
for this domain was observed during cariprazine
administration in a dose of 6 mg per day (effect size of 0.29).
At the same time, no statistically significant difference
between cariprazine and the placebo was observed
for the most important PANSS signs with regard to the
ICD-11 domain “Depressive Symptoms”: the effect sizes
for the points “depression” (G6) and “guilt feelings” (G3)
were 0.17 and 0.02, respectively [22]. It is supposed that
such an insignificant reduction of the average score may
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be associated with the initial low score for these PANSS
points in the analyzed studies [40]. Cariprazine did not
show any difference in comparison to risperidone in terms
of reduction of depressive symptoms [31] as measured via
the Calgary Depression Schizophrenia Scale (CDSS) [41].

Taking into account the risk of affective disorder
manifestation within a year after a diagnosis of
schizophrenia increases more than six-fold in comparison
with patients without this diagnosis [42], the proven
efficiency of the drug in the treatment of affective
disorders represents one of its additional advantages. To
date, four randomized clinical trials of cariprazine therapy
for depression in the frame of types | and Il bipolar
disorder have been performed. These trials showed that
the drug, in a dose of 1.5-3 mg, reduced the manifestation
of nine out of ten points (i.e., with the exception of internal
stress) as per the Montgomery-Asberg Depression Rating
Scale (MADRS) [43-46] in a statistically reliable manner,
and was found to be safe and well-tolerated in the above-
mentioned doses [47]. The trials were used as the basis
for approval of cariprazine as a monotherapy to treat
depression in the frame of bipolar disorder in the US [48]
and treatment of depressive episodes in cases of type |
bipolar disorder amongst adults in Russia, which was
reflected in the updated pack insert for the drug [49].

Analysis of cariprazine administration in cases of bipolar
depression showed that low doses were efficient [50].
In accordance with the updated pack insert for the drug
in Russia, the initial dose is 1.5 mg and may be increased
to 3 mg (the maximum dose for this indication) by the
fifteenth day [49]. Further, the preliminary data also
give evidence of cariprazine’s efficiency as an adjuvant
therapy for monopolar depression [51].

A comparison of cariprazine with other antipsychotic
agents in the treatment of schizophrenia with
concommitant depressive symptoms demonstrates
a sufficiently high effect size for such patients (0.36),
whilst cariprazine itself ranks one of the best among the
32 antipsychotic agents investigated [43]. The possibility
of prescribing antipsychotic agents with antidepressive
effects for correction of depressive symptoms that are
not dependent on any other causes is considered in the
modern schizophrenia treatment algorithms [52], and
cariprazine may be apparently included with these drugs.
Thus, pharmacodynamic and clinical data give evidence
of the strong potential for cariprazine use in cases
of schizophrenia with a high proportion of depressive

symptoms, but additional studies involving the patients
with higher initial scores for depressive PANSS points as
assessed by the Calgary Depression Schizophrenia Scale
are required for this purpose [41].

Although there are no recommendations on preferred
cariprazine doses for the treatment of schizophrenia
with a high proportion of depressive symptoms
in the literature, it seems that lower doses of the drug
(1.5-3 mg/day) can be used based on observations
of treatment of bipolar depression [46] with cariprazine
and, indeed, according to the pack insert for the drug [49].

EFFECTS OF CARIPRAZINE ON THE DOMAIN

“MANIC MOOD SYMPTOMS"

The domain “Manic Mood Symptoms of Primary
Psychotic Disorders” specified in ICD-11 includes the
signs described in the maniacal episode criteria such
as euphoria, irritancy, excited or expansive mood,
increased purposeless activity, and other symptoms [7].
The effect size in relation of the PANSS domain
“Hostility/ Agitation” [5], including the points “insufficient
impulsivity control” (G14), “agitation” (P4), “hostility”
(P7), and “non-cooperativity” (G8) was 0.35 on average,
which was indicative of a sufficient antimaniacal effect
of cariprazine on patients with schizophrenia [22]. The
degree of reduction in the scores for this domain was
approximately the same for regardless of cariprazine
dose. Three trials demonstrated cariprazine efficiency
for the patients with maniacal or mixed episodes in the
frame of type | bipolar disorder [53-55], and in this
case no exacerbation of depressive symptoms was
observed in the patients. Post-hoc analysis of these
trials demonstrated statistically significant differences
compared to the placebo for all 11 points of the Young
Mania Rating Scale (YMRS), including the four main points
(excited mood, irritancy, speech tempo and quantity,
and aggressive behavior) [56]. The effect size varied
within the range of 0.31 to 0.55 and was a maximum
for “irritancy” point, which was common in clinical
practice for patients with mania and mixed states [56].
These trials give evidence of cariprazine efficiency
for treatment of the entire range of manic symptoms
including mixed ones, which afforded the grounds for
the United States Food and Drug Administration (FDA)
to approve cariprazine for treatment of manic and
mixed states in the frame of type | bipolar disorder
in the US. Recently cariprazine has been also registered
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in Russia for the same indication [49]. In this sense,
cariprazine administered jointly with haloperidol,
olanzapine, risperidone, or quetiapine is recommended
in mania treatment algorithms for bipolar disorder [57].
On the other hand, at present, cariprazine is the second
antipsychotic drug of choice after quetiapine approved
for maintenance therapy of depressive, manic, and
mixed episodes in the frame of type | bipolar disorder.

The recommended dose range for this indication
in Russia is 3-6 mg [49]. The initial dose of 1.5 mg
may be increased to 3 mg as early as the second day
of treatment and further to 6 mg per day depending on
the clinical response. Generally, rapid increase of the
dose and the necessity to use maximum doses of the
drug for treatment of manic states is also typical for
other antipsychotic agents, for example, quetiapine and
aripiprazole. It is believed that use of the optimal dose
of cariprazine for the treatment of depression (1.5 mg)
may be insufficient for the prevention of mania [56]. Thus,
the use of higher doses of cariprazine (4.5-6 mg) with an
initial rapid increase in dose is reasonable for treatment
of schizophrenia with a high proportion of manic states.

EFFECT OF CARIPRAZINE ON THE DOMAIN
“PSYCHOMOTOR SYMPTOMS"

The ICD-11 domain “Psychomotor Symptoms of Primary
Psychotic Disorders” mainly includes, but is not limited to,
catatonic symptoms, particularly psychomotor agitation,
psychomotor retardation, negativism, and posturing [7]. The
modern schizophrenia treatment algorithms recommend
electroconvulsive treatment or combination of lorazepam
and a second-generation antipsychotic drug with low risk
of the development of neuroleptic malignant syndrome as
the first-line treatment in cases of catatonic symptoms
or catatonic schizophrenia [52, 58], especially when there
is a high proportion of such symptoms as mutism, grimacing,
staring, and disengagement [59].

As no increase in the risk of neuroleptic malignant
syndrome development during cariprazine administration
is observed in the course of any acute [21] and
maintenance [60] therapy stages for patients with
schizophrenia, the combination of lorazepam and
cariprazine in this case may be considered a possibility
for the treatment of these states. Besides, analysis
of changes in individual PANSS points that are similar
to catatonic symptoms in their structure (within the
psychopathological meaning) evidences the statistically

significant difference between cariprazine and the
placebo in relation to the majority of symptoms,
particularly (N7) stereotyped thinking (effect size of 0.23),
(G5) mannerism and posturing (effect size of 0.15), and
(G14) lack of impulsivity control (effect size of 0.15) [22].
Nevertheless, given our present knowledge about this
state, the role of antipsychotic drugs in general, and
cariprazine in particular, for the treatment of catatonic
symptoms is not so significant as it seemed previously.

EFFECT OF CARIPRAZINE ON THE DOMAIN
“COGNITIVE SYMPTOMS"

The neurocognitive deficit in cases of schizophrenia
can be associated with the worst prognosis for the
disease, reduction of functioning, and is often otherwise
related to negative symptoms [61, 62]. Neurocognitive
deficit is the most prominent of the long-term stages
of the disease [63]. The significance of the cognitive
symptoms for schizophrenia diagnostics in ICD-11 was
enhanced, and the domain “Cognitive Symptoms of
Primary Psychotic Disorders”, including the information
processing rate, attention/concentration, orientation,
abstract thinking, verbal or visual learning, and working
memory, was introduced [7]. In the course of pre-
clinical trials, cariprazine demonstrated its efficiency
in relation to cognitive dysfunction [64]. Evidence of the
positive effect of cariprazine on the cognitive functions
is available. In particular, cariprazine in a dose of
1.5-9 mg demonstrated medium-to-high effect size (0.47)
for the domain Disorganization of thinking (Points N5,
G5, G10, G11, G13, G15, P2), also including the symptoms
of neurocognitive disorder such as “Difficulty in abstract
thinking” (N5), effect size 0.26; “disorientation” (G10),
effect size 0.26; “Poor attention” (G11), effect size 0.36; and
“conceptual disorganization” (P2), effect size 0.44 [22, 63].
Insufficient effect size (0.15) was only observed for the
point “mannerism and posturing” (G5) [22]. Improvement
of cognitive symptoms was also noted in a comparison
of cariprazine with risperidone [31]: by the end of the
twenty-sixth week of therapy, cariprazine was clearly
superior to risperidone with regard to the PANSS factors
identified related to cognitive functions in a statistically
significant manner. Hence, this parameter in relation
to the Marder factor for disorganized thoughts [5] was
-4.16 vs. -3.53 (p=0.05), and for the Meltzer cognitive
sub-scale [65] including the PANSS points N5, N7, P2, G10,
and G11 itwas-3.13 vs.-2.60 (p=0.028) in favor of cariprazine,
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respectively [32]. Besides, it was demonstrated that
administration of cariprazine in a dose of 3 mg to
patients with basic attention impairment resulted
in statistically significant (as compared with the placebo)
improvement of attention strength and stability, as
measured via the CDR (Cognitive Drug Research) test [20].
Thus, in accordance with the initial hypothesis on the
potential pro-cognitive effect of cariprazine, this drug
has sufficient efficiency in relation to neurocognitive
symptoms and which does not depend on any other
symptoms (positive, negative, or depressive) and exceeds
the relevant efficiency of other antipsychotic agents, for
example risperidone. On the other hand, psychological
interventions, primarily cognitive remediation, as
well as their combinations with psycho-social and
rehabilitation approaches, take the lead in modern
schizophrenia treatment algorithms for correction
of cognitive deficits, while the roles and positions
of antipsychotic agents in the treatment of cognitive
deficits are less significant [53]. Analysis of the PANSS
points associated with neurocognitive disorder offers
evidence of the pro-cognitive effect of this drug,
especially in higher doses (4.5-6 mg) [22]. On the other
hand, additional trials with the use of standardized
banks of neurocognitive tests are required in order
to identify the particular neurocognitive disorder
domains associated with this effect.

Functional impairment

According to DSM-5, the presence of functional
impairment in one or more areas, such as work,
inter personal relations, or self-care (Criterion B),
is necessary for diagnosis of schizophrenia apart from
the certain threshold of symptoms (Criterion A) and
their duration (Criterion C) [8]. Unfortunately, this criterion
is not represented in ICD-11 or, indeed, in ICD-10, and
diagnosis of schizophrenia are based solely on the
clinical criteria [7]. On the other hand, neurocognition,
positive symptoms, disorganization, and abulia have
the most impact on the real functioning of patients with
schizophrenia [66]. It is important that therapy should not
only resultin a reduction of the particular symptoms but
also an improvement in the functional outcomes of the
disease. Analysis of the treatment of psychotic episodes
with cariprazine within the framework of maintenance
treatment of schizophrenia showed that cariprazine
was superior to the placebo in the statistically reliable

manner, not only for reduction of psychotic symptoms
but also in terms of improving the patient's quality
of life, as measured by the reduction in total score of the
Schizophrenia-Specific Quality of Life Scale (SQLS), as
well as the vitality factors and the psycho-social factor
of this scale [20, 21]. The conclusion drawn on this basis
is that cariprazine administration can be associated with
improved quality of life for schizophrenic patients from
the first week up to the sixth week of therapy [67]. Post-hoc
analysis of one of the cited studies [20] via the pro-social
PANSS factor [68], including Points G16, N2, N4, N7, P3,
and P6, showed that the difference between cariprazine
and the placebo was statistically significant for a dose
of 3 mg as early as the first week of therapy, and for
6 mg from the third week of treatment [67]. A Statistical
difference was observed for both cariprazine doses and
the placebo in relation to emotional withdrawal (N2),
passive/apathetic social withdrawal (N4), active social
avoidance (G16), and suspicion/persecution (P6) [67].
Post-hoc analysis of all short-term cariprazine trials
suggests that the effect size for different doses of
cariprazine, in relation to the pro-social PANSS factor,
is 0.32, and is statistically significant for all points of
this factor including hallucinatory behavior (0.2), and
stereotyped thinking (0.23) [22].

Post-hoc analysis of cariprazine treatment in the frame
of maintenance treatment of schizophrenia showed
that transition to placebo for stable patients within
the framework of the 72-week double blind trial
was associated with considerable deterioration of
psycho-social functioning, as measured via the Personal
and Social Performance Scale (PSP) [69], while it remained
unchanged in the cariprazine group with statistically
significant differences in favor of cariprazine both in
relation to the total score as per the PSP Scale and all its
domains (socially useful activities; relations with relatives
and friends; self-care; aggressive behavior) [67]. These
results correlate with the comparative study results for
cariprazine and risperidone [31], where not only statistically
significant reduction of the total score according to the
PSP Scale has been observed in the cariprazine group
by the end of the twenty-sixth week of therapy and
beginning as early as the tenth week, but more prominent
improvement of three out of four domains of the
PSP Scale (socially useful activities; relations with
relatives and friends; self-care) have also been noted,
which correlate with daily activities and better therapy
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commitment [70]. Thus, one might draw the conclusion
that cariprazine administration is associated not only with
efficiency in relation to various schizophrenia domains
but also with improvement in psycho-social functioning
in the course of both the acute and preventive
schizophrenia treatment stages.

Cariprazine tolerability and safety
The tolerability and side effects of the new antipsychotic
agent were also studied in the course of pre-approval
double-blind placebo-controlled multi-center trials
of acute treatment, in addition to determining its
efficiency [19-21]. The side effects in the cariprazine group
included insomnia, extrapyramidal symptoms, akathisia,
sedation, nausea, dizziness, and constipation at least
twice as often as in the placebo group. Higher doses of
cariprazine resulted in additional efficiency of the drug
without any increase of the frequency of any side effects.
The severity of akathisia, extrapyramidal syndrome, and
tremor manifestation was usually quite mild, and more
frequent among patients taking higher doses of the drug.
Metabolic syndrome was low in both groups; in particular,
weight gain by more than 7% was observed in 8% of the
patients taking 3-6 mg of cariprazine, 11% of the patients
taking 6-9 mg, and 4% of the patients taking the placebo.
The study of safety and tolerability of different doses
of cariprazine (3, 6, and 9 mg) for stable patients with
schizophrenia lasting for 72 weeks within the framework
of the non-blind trial phase showed that akathisia
(19.2%), insomnia (14.4%), and headache were the
most frequent side effects. Within the framework of the
placebo-controlled stage of this trial, such side effects
as akathisia (5% and 3%, respectively), extrapyramidal
syndrome (5.9% and 3%, respectively), tremor (7.9% and
0%, respectively) and backache (5% and 2%, respectively)
were reliably more frequent in the cariprazine group [24].
Thetolerability and safety of various doses of cariprazine
were also confirmed in the course of two non-blind
trials lasting for 1 year [61] and 48 weeks [35]. Akathisia
(16%), headache (13%), insomnia (13%), and weight
gain of 1.5 kg on average (10%) were the most frequent
side effects in the first trial (the dose of cariprazine was
3-9 mg, n=586), and the prolactin level decreased slowly
in this case [61]. In the course of the second trial (the
dose of cariprazine was 1.5-4.5 mg, n=93), such side
effects as akathisia (14%), insomnia (14%), and weight
gain of 1.9 kg on average were observed [35]. None of the

treatments were terminated due to changes in metabolic
parameters or body weight were registered. No changes
in cardiovascular parameters were observed in the
patients treated with cariprazine. Post-hoc analysis of
these two trials showed that akathisia and the psychotic
state recrudescence were the only causes of treatment
termination [36]. Akathisia (19.6%), which more frequent
within a dose range of 1.5-3 mg per day, insomnia
(13.3%) for a dose of 9 mg, and headache (12.8%) for
a dose of 1.5-3 mg, were the most common for patients
treated with cariprazine. Prolactin levels were reduced
in patients of all groups. Extrapyramidal syndrome was
observed in 6.6% of the patients with approximately
the same frequency in the different groups. Weight
gain of 27% was observed in 34% of patients of normal
weight, and more frequently for higher doses. This trial
also demonstrated that adherence to the recommended
doses (1.5-6.0 mg) in clinical practice was reasonable,
and any dose increase did not generally result in an
increased number of side effects and higher withdrawal
of the patients from the trial [36].

DISCUSSION

In the course of our review, we have studied the efficiency
of cariprazine for treatment of six of the schizophrenia
symptom domains identified in ICD-11. At present,
cariprazine has been approved for schizophrenia treatment
within the framework of acute and maintenance treatment
including in the US, the EU countries, and Russia. Further,
it has been approved in some countries (the USA, Russia)
for acute treatment of manic, mixed states and depression
in the frame of type | bipolar disorder.

Analysis of the randomized controlled trial of cariprazine
use for schizophrenia treatment based on analysis
of the PANSS scale points enables one to conclude
that the drug is efficient for the treatment of various
positive symptoms, including delusion, hallucination, and
abnormal behavior both within the framework of acute
and maintenance therapy of schizophrenia for patients
suffering their first psychotic episode, and with multiple
ones. Although cariprazine took a medium position among
all antipsychotic agents with regard to the reduction
of delusions and hallucinations it has a positive effect on
other schizophrenia symptoms associated with positive
syndromes, mainly the secondary negative symptoms
such as disorganization of thinking and depression, and
also demonstrates a favorable profile of side effects.
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On the other hand, cariprazine has a positive effect on
other schizophrenia symptoms associated with positive
syndromes, mainly the secondary negative symptoms
such as disorganization of thinking and depression, and
also demonstrates a favorable profile of side effects.
Moreover, the modern schizophrenia treatment algorithms
should focus on the safety of the drug rather than on
its efficiency. Taking into account the above, cariprazine
should be considered one of the preferred drugs
for schizophrenic patients with dominating delusion
and hallucination. In addition, the high effect size
of cariprazine in the reduction of disorganized thinking
symptoms and its proven, direct impact on the signs
of aggressiveness and hostility make cariprazine one
of the principal front-line drugs for all positive symptom
groups noted in ICD-11. In case of apparent agitation and
excitement in schizophrenic patients, it is recommended
that benzodiazepine or any other sedative antipsychotic
agent, for example, clozapine, quetiapine, or olanzapine,
or an antihistamine drug be added to the treatment [31].

For diagnostics of the updated symptoms within the
ICD-11 domain “Negative Symptoms”, it is necessary not
only to detect them in the mental state of a schizophrenic
patient but also to demonstrate that they do not stem
from any other causes (secondary negative symptoms) [8].
To date, it has been demonstrated that only two antipsychotic
agents have a primary anti negative effect (amisulpride and
cariprazine). However, taking into account other factors,
particularly the side effect profile and availability of the trial
on direct comparison with another antipsychotic agents
(risperidone) for schizophrenic patients with prevailing
negative symptoms in the course of long-term therapy,
cariprazine is nevertheless considered the first-line drug for
schizophrenic patients with dominant negative symptoms.

According to ICD-11 diagnostics of depressive symptoms
for patients with schizophrenia, there should be a focus
on the evaluation of mood and suicidal thoughts as other
typical depressive symptoms, including anhedonia and
retardation, overlap with the negative symptoms. Minimum
or statistically insignificant differences between cariprazine
and the placebo in reduction of the total score for the
PANSS points “depression” (G6) and “guilt feelings (G3)"
within the framework of Acute treatment of schizophrenia
were obtained. Based on randomized clinical trials,
at present it is difficult to discuss the advantages
of cariprazine in comparison with other second-generation
antipsychotic agents for the treatment of depression

in cases of schizophrenia. On the other hand, frequent
development of depressive episodes within the post-
psychotic period and the proven efficiency of cariprazine
in treatment of bipolar depression may potentially make
cariprazine the front-line drug for such a cohort of patients,
although this hypothesis requires additional studies.
There are no substantial differences in description
of the ICD-11 domain “Manic Symptoms of Primary
Psychotic Disorders” and the main (core) criteria of a manic
episode, except for the indication that enhancement
of psychomotor activity should be considered in another
ICD-11 domain [7]. In this sense, the studies on the proven
antimanic efficiency of cariprazine in cases of bipolar
disorder may be extrapolated to the treatment of
schizophrenic patients with apparent manic symptoms
but without any signs of psychomotor agitation. On
the other hand, at present, the inventory of any doctor
contains various drugs for the treatment of manic states,
and tolerability should apparently be the focus with regard
to the selection of any particular drug. Certain advantages
related to cariprazine in comparison with other antimanic
agents are observed for schizophrenic patients with
metabolic syndrome as well as those with a potential
bipolar pattern of the disease, for example, the presence
of manic and depressive episodes in the case history.
The modern treatment algorithms for catatonic
symptoms in the cases of schizophrenia considered
in ICD-11 within the framework of the domain
“Psychomotor Symptoms of Primary Psychotic Disorders”
propose benzodiazepines (mainly lorazepam) and
electroconvulsive therapy as the first-line treatment,
and the role of antipsychotic drugs here is secondary
and possible only in combination with lorazepam. In this
sense, the combination of lorazepam and cariprazine
may be a possible option, together with the use
of antipsychotic agents with a low risk of causing the
development of neuroleptic malignant syndrome.
Inclusion of the domain “Cognitive Symptoms of
Primary Psychotic Disorders” in ICD-11 has confirmed
the importance of these symptoms for diagnostics,
prediction, and therapy of schizophrenic patients
as they become leading at the long-term stages
of the disease. The pro-cognitive effects of cariprazine,
independent of any other symptoms and supposed
on the basis of the drug receptor profile analysis
and animal studies, was confirmed for schizophrenic
patients within the framework of short-term and
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long-term therapy stages, and exceeded the same
effects of other drugs, particularly risperidone. This
effect was primarily observed by analysis of changes
in the “cognitive” points of the PANSS scale, and further
studies with the use of the tools for precise evaluation
of different neurocognitive disorder components,
including memory, attention, psychomotor ability
rate, and executive functions, should demonstrate the
efficiency of cariprazine in this area.

Improvement of functioning for patients with
schizophrenia does not always correlate with a statistically
significant reduction of positive, negative, or cognitive
symptoms of the disease, and the necessity to verify
functional impairment in one or several areas is an
important stage of the diagnostic process in some
international classifications of diseases [7]. Subsequent
to randomized clinical trials, cariprazine demonstrated
the capability to improve the functioning of schizophrenic
patients, regardless of the effect on the disease symptoms,
based both on the reduction of the “pro-social” PANSS
points and positive impact on the various components
of the Personal and Social Performance Scale (PSP) that
are valid for these purposes.

Such side effects as akathisia,
syndrome, insomnia, and slight weight gain were the
most frequent issues observed during cariprazine

extrapyramidal

therapy. As a rule, these symptoms were mild and did
not require termination of treatment, although additional
drugs had to be prescribed in some cases. In particular,
addition of benzodiazepine, for example, lorazepam and
clonazepam or propranolol [53] is the front-line therapy
in cases of akathisia, whilst addition of benzodiazepine, an
antihistamine drug, trazodone or a sedative antipsychotic
agent [29] should be considered in cases of insomnia.
Implementation of the ICD-11 schizophrenia domains
in clinical practice can face certain difficulties. In particular,
as the diagnostics of the schizophrenic spectrum
disorders have focused on detection of psychotic and
negative symptoms for many years, there is some
concern that other domains will only be evaluated by
clinicians in cases of their severe manifestation. Besides,
it is highly probable that clinicians will often use Point 9
(“evaluation is impossible on the basis of the available
data”) in the compressed time frame for evaluation
of various domains, except for the most obvious ones
(psychotic, manic) that can depreciate dimensional
assessment. The necessity to develop particular tools

(questionnaires, scales) for rapid evaluation is one
of the possible options to facilitate the transition to the
full implementation of the schizophrenia symptom
domains identified in ICD-11 at the global level. This
is especially relevant for the evaluation of the degree
of cognitive deficits as it is difficult for practitioners
in the course of the clinical interview. It should be also
explained to doctors how often they have to evaluate the
domains at different stages of care, when to begin the
treatment, or whether dynamic observation is sufficient.
Proactive efforts to enhance the psychiatric community’s
awareness of the advantages of this classification in the
clinical practice and development of training programs
on its application for different target audiences
are required [10].

The online survey of European clinicians and researchers
engaged in the treatment of schizophrenic patients
enabled the identification of the states in the frame
of schizophrenia where use of cariprazine might be
considered the first-line therapy: the first psychotic
episode,
psychomotor agitation (in combination with other drugs,
for example, benzodiazepine), presence of metabolic

positive symptoms, negative symptoms,

syndrome, and comorbid drug abuse [29].

Absence of any studies into the use of the schizophrenia
symptom domains identified in DSM-5/ICD-11 to evaluate
the efficiency of antipsychotic agents,
cariprazine, should be considered the main limitation
to the present review. The majority of studies comparing

including

cariprazine with a placebo and/or other antipsychotic
agents used different PANSS sub-scales or clusters
of symptoms only partially corresponding to all
schizophrenia domains, as per DSM-5/ICD-11. Analysis
of the PANSS scale points enables the evaluation
of the ICD-11 domains “Positive Symptoms”, “Manic
Mood Symptoms”, and “Psychomotor Symptoms” with
a sufficient degree of accuracy. At the same time, the
direct correlation between the PANSS points and other
ICD-11 domains (“Negative Symptoms”, “Depressive
Mood Symptoms”, “Cognitive Symptoms”) is not always
apparent. Other tools, for example, the Brief Negative
Symptom Scale (BNSS) [71], the Calgary Depression
Schizophrenia Scale (CDSS) [42], or the Brief Scale
Assessment of Cognition in Schizophrenia (BACS) [72],
should be involved due to their more precise evaluations
in any future studies. Scarcity of independent trials for
the comparison of cariprazine's efficiency and tolerability
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with placebos and/or other antipsychotic agents without
any participation of the company producing this drug
should also be pointed out.

CONCLUSION

It was demonstrated in the present review — through the
example of cariprazine, an antipsychotic agent — that the
implementation of the identified ICD-11 domains into
clinical practice might facilitate the development of more
individualized approaches to therapy and the improvement
of quality of care for schizophrenic patients. Cariprazine is the
first-line drug for treatment of the ICD-11 domain “Negative
Symptoms” as well as front-line therapy for the treatment of the
domains “Positive Symptoms” and “Cognitive Symptoms".
Additional studies are required in order to evaluate the
effect of cariprazine on the ICD-11 domains “Manic Mood
Symptoms” and “Depressive Mood Symptoms”. Application
of cariprazine monotherapy for the domain “Psychomotor
Symptoms” is not considered reasonable. Cariprazine results
in improved functioning of patients with schizophrenia.
Additional tools should be implemented in clinical practice
that enable doctors to evaluate schizophrenia domains
in their clinical practice both rapidly and reliably.
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“Love in the Later Years... " Perceptions
of Sex and Sexuality in Older Indian
Adults — a Qualitative Exploration

«/1r060Bb B 1034HEM BO3PACTE...». BOCNPUATUE CEKCA U CEKCYAJIbHOCTU Y NOXUJIbIX
nopen B UHAUK (KauyecTBeHHbIN aHaNun3)
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ABSTRACT

BACKGROUND: The world faces global population ageing. With this demographic shift and increased life-expectancy,
healthcare services are focused on healthy ageing. Sexual health is a vital yet neglected dimension of general health
and wellbeing in older adults. This study aimed to explore sexual experiences and perceptions of sexuality among
older people in India.

METHODS: A qualitative approach with social constructivist paradigm was used. 20 participants aged above 60 years
were recruited through purposive sampling until thematic saturation was reached. In-person, in-depth interviews were
conducted using a semi-structured guide after an initial pilot study. They were audio-recorded, transcribed, and translated
verbatim. Thematic analysis was conducted, and rigor ensured through triangulation and respondent validation.
RESULTS: The overarching categories were “sexuality as a mode of resilience”, “emotional stability and intimacy
as attributes of sexual pleasure”, and “lack of sexual rights awareness”. The main categories (themes) were sexual
experiences (intimate touch, non-penile sex, personal meanings of sexuality), partner expectations (companionship,
support, continuity of care, proximity), and barriers against sexual expression (social stereotypes, stigma, lack
of audience in healthcare services). The older people were accepting of their sexual difficulties and coped through
relationship dynamics. Participant voices are discussed with regard to the socio-cultural context.

CONCLUSION: Sexual wellbeing is connected with “ageing well". Our findings suggest that older people retain sexual
desires and fantasies through changed patterns and expectations. Healthcare services, policymakers and academia
need to be informed about older people’s sexual needs and rights.

AHHOTALNA

BBELAEHME: HaceneHne Mupa cTapeet, B YCI0BUSIX AeMOrpaduuecknx U3MeHeHUA 1N yBeInYeHUs oXnaaeMon
MPOAO/IKNTENBHOCTU XV3HW pecypchbl 34paBoOXpaHeHNa Hanpas/ieHbl Ha NojAJep>XaHe 30p0BOro ctapeHus.
CekcyanbHoe 30pOBbe — BaXHEeNLINIA acnekT NojAep>kaHns 06LLero prsnyeckoro 1 NcMxonormyeckoro 340poBbs
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MOXWNbIX I'IPO,D,EI‘/‘I, npu3TOM eMY yaenaeTcd HeAOCTaTOYHO BHUMaHWA. Llenb npoBeAeHHOro nccnejoBaHnNA — n3yyeHnme
CeKCya/lbHOro onbITa N BOCNPUATUA CEKCYa/IbHOCTW Y MOXUNbIX J'IPO,U,EIZ B NHAMW.

METO/bI: MNpoBeAeH KayeCTBEHHbI aHanM3 C MpUMEeHeHMeM napagurMbl COLMANBHOrO KOHCTPYKTMBM3MA.
20 y4acTHMKOB B BO3pacTe cTaplue 60 fieT BKIOYANUCL B UCC/IE0BaHVE MyTeM Lie/leHanpaBieHHoro otbopa
[0 [OCTUXKEHNSA TEMATUYeCKOro HacbIWeHWs. bbiin npoBeaeHbl NHANBUAYaNbHbBIE O4YHble YraybaeHHble onpockl
C VICMOJIb30BaHMeEM MOYCTPYKTYPUPOBAHHOIO PyKOBO/ACTBAE, COCTAB/IEHHOro Mo pesy/bTaTtaM npejBapuTe/ibHOro
NMUAOTHOrO NcCcneA0BaHMA. AyAno3anncb ONpocoB bbina paclunppoBaHa 1 nepeBeAeHa. BbINoHeH TeMaTUYecKnia
aHann3, TOYHOCTb KOTOPOro obecrneynBanach C MOMOLLLIO MePeKPecTHON MPOBEPKN 1 MPOBEPKMN pecroHAeHTamu.

PE3VJIbTATbI: bbinv BblAeNneHbl ciefyroLLme obLLme KaTeropum TeM: «CeKCyanbHOCTb Kak NPOsiBAEHME NCUXON0rNYecKoi
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N «HefoCTaTOYHOE MOHWMaHMe cekcyanbHbIX npas». OnpeAeneHbl CefytoLlie OCHOBHbIE TeMbl: CeKCyaNbHbIA OMbIT
(MIHTVMHbBIE NPUKOCHOBEHWS, CeKC 6e3 MPOHVKHOBEHWS, BOCMPUATAE CBOEW CeKCyaNbHOCTW), OXMAAHNA OT mapTHepa
(Apyxeckoe obLueHVe, noafepkka, NOCTOAHHAA 3ab0Ta, McMxonornyeckas 611M30CTb) U GaKTOPbl, MPenATCTBYHOLLME
ceKkcya/ibHbIM MPOSABIEHNAM (CoLMabHbIe CTEPEOTUNbI, CTUTMAaTN3aLMs, OTCYTCTBME NMOAAEPXKKN CO CTOPOHBI CTPYKTYP
3/paBOOXpaHeHs). MoxXuble NHoAV NPU3HABaAAN HaNNYMe TPYAHOCTE B CeKCyanbHON cdepe v NbITannchb CpaBUTLCS C HAMM
B MpoLiecce NOCTPOEHNS OTHOLLEHWIA. AHaNM3 OTBETOB PeCroH/AEHTOB BbINOJIHEH C YY4eTOM COLMOKYNbTYPHOrO KOHTeKCTa.
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N3MEHEHMEe Mogeneli CeKCyanbHOro B3auMOoAeCTBISA 1 OXMAAHNIA OT NapTHepa. MeANLMHCKIE YUpeXAeHVs, 3aKoHoAaTen
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INTRODUCTION
Sexuality is defined as a “capacity for sexual feelings and
includes a person’s sexual orientation, gender identity,
intimacy, eroticism and social aspects of sex” [1]. Besides
the reproductive significance, anthropologists consider
sexuality to be a core aspect of socio-cultural organizations
thatis influenced by lifestyle, religious beliefs, and family
structure [1, 2]. Sex and sexuality remain the primitive
tenets of living and have been associated with health
and wellbeing. Sexual wellbeing among older persons
thus assumes importance as the global population
above 60 years is projected to reach 2.1 billion by
2050 [3]. Despite the popular myth, older people cannot
be considered as asexual [4]. They are known to have
sexual desires, fantasies, varying sexual expectations, as
well as change in sexual approaches with ageing [4, 5].
However, the majority of evidence to date focuses on the
psychobiology of ageing and sexuality, whereas their lived
sexual experiences are hidden and laden with taboo.

In “Sexuality, health care and the older person”, Bauer
et al. [6] stress the importance of sexuality to older

people and underline that it remains a “neglected area
necessitating research”. In particular, there is a need
to explore experiences of sexuality and sexual diversity
in later life. A recent systematic review of qualitative
research on “sexual aging” revealed that couplehood,
socio-cultural aspects of sexuality, and illness impacted
sexual behavior among older persons. The authors
stressed upon the importance of “personal meanings
and relevance” attached to sexuality in later life and the
research gap in this particular field [7]. Several longitudinal
ageing studies have supported the fact that sexual health
forms are an integral component of wellbeing in later
life as older people retain their sexual desires in spite
of the physiological changes that come with age. These
aspects are frequently neglected both in clinical settings
and in the literature [8, 9]. With increased life expectancy
and myths surrounding sexual life in older age, it is vital
to hear their sexual “experiences” and “unmet needs”. This
may help to break the stigma, promote help-seeking
behavior, and incorporate the findings in healthy ageing
policy interventions. Furthermore, considering that
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healthcare services have undergone a paradigm shift
towards rights-based approaches and healthy ageing,
the dimension of sexual health in older people needs
to be highlighted in research.

In light of this, our study aimed to understand the
perceptions of sexuality in older people in India and the
barriers they face in expressing them.

METHODOLOGY

Approach

The study followed a qualitative approach with a social
constructivist paradigm. This paradigm conceptualizes
knowledge as socially based and the researcher can seek
multiple social truths as opposed to the hypothesis-driven
direction of a positivist approach [10]. We were interested
in understanding the experiences and perceptions
of sexuality in older people. Lived experiences cannot
really be rated and are best expressed in rich verbal
and written accounts. Hence, we chose the qualitative
approach, which enables in-depth gathering and analysis
of non-numerical data.

Setting

The study was conducted in the Psychiatry Department,
JSS Medical College and Hospital, Mysore. Individuals
were interviewed in separate rooms outside out-patient
hours based on their convenience and willingness. These
interviews took the form of one-to-one meetings between
the participant and researcher, which was audio-recorded
with consent.

Sampling and recruitment

Men and women above the age of 60 years, irrespective
of marital status, living arrangements, and sexual
orientations were invited to participate in the study. We
tried to ensure maximum socio-demographic diversity in
the sample. However, each participant was screened for

mental health conditions using the MINI Neuropsychiatric
Interview 7.0.2 [11]. (Institute purchase) and also the Hindi
Mental Status Examination (HMSE) [12]. Only cognitively
healthy (HMSE >24) individuals without any psychiatric
issues were included in the study as experiences of mental
illness or neurocognitive disorders can potentially color
their perceptions about sexuality. Individuals with severe
mobility restrictions and neurological conditions were
also excluded.

Overall, 20 older adults were recruited through purposive
sampling from senior-care centers, the psychiatry out-patient
department, and other old-age support organizations via
advertisements. The recruitment notice was also shared via
personal networks and social media.

Procedure

The purpose and mode of study was explained to the
participants in their own language and written informed
consent was obtained. Separate consent was obtained
to allow audio-recording of the interviews. In-depth
interviews were conducted by the first author using
the interview guide. Open-ended questions were
supplemented by probes and memo writing to elicit
rich responses. The interviews were conducted in the
clinic (November 2019 - February 2020) based on mutual
convenience of the participant and researcher. The
average duration of interview was 98 minutes but could
last between 1-3 hours. Sampling was continued until
thematic saturation was reached.

Our main research question was, “How do older people
view and experience sexuality, what do they expect from their
partners, and what role does sexuality play in their lives?".
Based on the existing literature and clinical experience
of the researchers, a semi-structured interview guide was
formed, which was further refined after a pilot interview
phase conducted with four participants. The key questions
of the final interview guide are reported in Table 1.

Table 1. Semi-structured interview guide used for the study (only key questions)

+ What role does sex and sexuality have in your life?

+ How do you perceive sexual relationships?

* How do you feel about your sexual fantasies and desires?

* How do you think your age influences your sexual experiences?

* How has your sexual life changed?

+ What do you think about ‘sexuality in later life’?
* Please describe your current sexual life

* How would you describe your romantic and sexual encounters with your partners?

+ How often do you describe your sexual concerns? What are your experiences related to the same?
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Transcription and translation

Interviews were conducted in English, Hindi, and Kannada as
appropriate. Each interview was transcribed and translated
verbatim to English. The translation and transcription
were conducted by the second author, who spoke all three
languages. To ensure reliability, translations were back-
translated to the respective languages (by other members
of the team) to retain what the content was supposed
to convey. Each participant's data was numbered, and
these serial numbers were used for all purposes related
to documentation and analysis. With the exception of the
researchers, no one else could gain access to this data.

Research governance or ethical approval

The study was approved by the Institutional Ethics
Committee, ]SS Medical College and Hospital, JSS University,
Mysore (Approval Letter No. JSSAHER/BeSc/Psy/281-76B
dated 215t September 2019).

Data analysis

Braun and Clarke’s thematic analysis was used to analyze
the data [13]. The analysis was completed independently
by the first and second authors, who were both trained
in qualitative research. Initially, line-by-line coding was
conducted throughout the transcribed content. Initial coding
was followed by a focused coding to group the codes into
meaningful categories, themes, and sub-themes. Finally, axial
coding was used to help establish an appropriate hierarchy
among the generated themes. The theoretical perspective
of research question was taken into account along with
the interview memos to ensure that the generated themes
coherently convey the participants’ stories. A constant
comparison between the generated themes and the
interview content was performed throughout the analysis
to ensure that the participants’ voices were reflected in the
results. After independent analysis, the final results were
collated, discussed, and merged.

The trustworthiness and rigor of the study were ensured
through methodological triangulation. Methodological
triangulation was achieved by independent coding by two
reviewers and respondent validation. The preliminary
results of the study were presented and discussed with 50%
of participants. Following respondent validation, researchers
refined the results, ensuring that they accurately reflected
the participants’ views [14]. We were mindful of the possible
psychological reactions among the participants that could
be incited while describing their sexual experiences. In such

cases, they were offered professional help by a qualified
sexologist who was not otherwise involved in this study.

RESULTS AND DISCUSSION

The results described here reflect participants’ perceptions
and experiences of sexuality. The relevance of their
experiences needs to be understood based on the
individual context. Hence, there can be “multiple truths”
in their experiences.

Table 2. Socio-demographics of the sample

Characteristic No. (n=20)

1 AGE (years)
60-69 8

70-79 10
>80 2

2. CURRENT PARTNER
Married/cohabiting 1
Single 2
Divorced/separated 2
Widowed 5

3. | ORIENTATION
Heterosexual 18
Transgender — male 2

4, RESIDENCE
Urban 12
Semi-urban 5
Rural 3

5. | EDUCATION

Never formally educated
Up to Class 10

Up to Class 12

Graduate and above

auo w

6. | LIVING ARRANGEMENT
Alone

With partner

With family

U= Ww

7. WORKING STATUS

Still in employment
Pensioner 10
Financially dependent

8. | SELF-REPORTED HEALTH STATUS
Excellent

Good — average 11
Poor

9. | REPORTED NUMBER OF LIFETIME
SEXUAL PARTNERS

None

One 16
More than one

w

10. | MEDICAL CONDITIONS (as per reports)
Diabetes mellitus

Hypertension

Hypothyroidism

Osteoarthritis

Gout

Vision difficulties

Hearing impairment

Lo N~ uUloyWU
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Theoretical saturation was achieved after interviewing
17 participants. Three more participants were interviewed
in order to add richness to the obtained data. The average
age of the participants was 69.2 years. 10 were men, eight
women, whilst two identified themselves as transgender.
The majority of participants were from urban and semi-
urban backgrounds, lived with their partners, and were
formally educated. Only a few availed themselves of social
support services while nearly half received a pension.
Medical conditions were documented as per the records
available. 15 participants welcomed the research and
were keen to discuss their sexual experiences, while the
others needed some time to feel comfortable. Eventually,
all the participants stated that they were glad they had
participated in this study. Socio-demographics of the
sample are depicted in Table 2.

In qualitative research, verbatim excerpts of the
interviews with the participants form the real data which
needs to be understood and interpreted based on their
individual social context are used. The discussion here
involves contextualizing a particular theme supported by
verbal excerpts from participants’ interviews. Separating
the participant excerpts and discussion thus becomes
redundant and the lived experiences (results) lose
their relevance. Hence, we choose to present results
and discussion together. The categories and themes
generated are reported in Table 3. The overarching
categories were “sexuality as a mode of resilience”,
“emotional stability and aging well as attributes of sexual
pleasure”, and “lack of awareness about sexual rights.”

Table 3. Categories and themes generated in the study

Perceptions related to sexual encounters

in later life

This theme was central to our study objectives defining
main experiences of our participants related to sexuality.

"nou

These were “touch as an index of intimacy”, “perceived
sexual satisfaction beyond physical stimulation/pleasure”,
and “personal meanings/contexts attached to sex”. Here
we discuss these themes and the participant excerpts
that support them.

Ageing brings about physiological changes which
may affect sexual life. 12 participants expressed their
interest in non-vaginal sexual practices and considered
various forms of ‘touch’ to constitute measures of erotic
pleasure. In fact, in our sample, sensual touch and
affectionate touch (stroking, fondling, kissing, holding
hands, hugging, etc.) were the most common forms
of expressing intimacy.

As Mr. M (67 years) noted:

“Every time she held my hand tightly, | could feel a sensation
in my chest. The same feeling as the olden days. | wanted
to keep her close to me and convey my love to her.”

Mrs. P (76 years) remembered similar forms of intimacy
with her late husband:

“The best moments of togetherness that we shared
were when we hugged. | wanted him to stroke my hair as
always. At this age, this makes me so happy. | cannot recall
a better moment of pleasure. It changes so much with age,
doesn't it!”

Categories

Themes

Perceptions related to sexual encounters in later life

+ Touch as an index of intimacy
+ Perceived satisfaction beyond physical pleasure
+ Personal meanings attached to sex

Expectations from partner

+ Companionship and support
+ Continuity of care
+ Physical proximity and intimacy

Barriers in discussing sexual health issues

+ Stigma
+ Social stereotypes about sex in later life
+ Dismissal in healthcare services

Unmet needs related to sexuality

+ Lack of audience/understanding
+ Orientation and age-based discrimination

Overarching categories

+ Sexuality as a mode of resilience
« Emotional stability and aging well as attributes of sexual pleasure
+ Lack of awareness about sexual rights
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Affiliative touch can serve as a reward stimulus
that is known for evoking feelings of pleasure and
reducing negative mood state [15]. A 1988 study among
80-102 year-old people found caressing to be the most
common form of sexual expression [16]. Since the
landmark experiment of Harlow, social touch is known
for expressing companionship, social cohesion, sexual
intimacy, and emotional bonds. Modulation of hedonic
touch sensations depends on attention, contexts, mood,
and expectations, varying widely based on central sensory
processing [17]. Medical comorbidities such as chronic
pain can exist in old age, and the motivation-decision
model of pain shows how pain modulation can occur by
varying motivational state, which is in turn dependent
on perceived closeness with one’s partner [18]. Research
has shown that the experience of sexuality and sensitivity
of erogenous zones change with age [4, 5, 8], as older
people prefer physical closeness, emotional warmth, and
intimacy over sexual intercourse, which was also noticed
among our participants.

Mr. S (70 years) added: “We retained our sexual desire
just like before. But how we enjoyed it kind of changed. We
turned on in the company of another, especially when | could
sense her leaning against me. | cannot see well enough, but
her closeness was enough to make me feel loved.”

Similarly, emotional intimacy was considered to be far
more important than physical pleasure while discussing
sexuality.

Mr. M (65 years) remarked: “Frankly, my private parts
were not enough sensitive like younger ages. But that never
prevent me from getting aroused now. It’s difficult to explain
you know, it’s like a sensation, a fulfilment in your mind.
Being loved, knowing that you have your partner to love you.
That is what makes it so pleasurable {(...)”

Mrs. T (68 years) said: “You must be knowing that sexual
desire will decrease over time. | am no exception! Still, you
know what — age can never really deprive you of sexual
pleasure. Just the meaning changes. It is so intense (...) All
throughout our 20s-40s, | have thought these are the best
moments you can spend with your partner. Now things have
slowed down, but even when we are together and when we
have better times — this sensation deep inside me keeps
my desire alive.”

According to traditional Indian practices, old age has
been associated with acceptance and renunciation [19].
Sexual changes in normal ageing are wrongly attributed
to asexuality and unattractiveness. However, sexuality
is not just about sexual intercourse. The emotional
component is equally vital to perceived satisfaction.
Our participants mentioned that even though there
were variations in arousal, erection (in males) and
vaginal lubrication (in females), these responses
mattered less than the ‘emotional satisfaction’ that
they derived from their partners’ company. 15 of them
equated a sense of orgasm with the perceived
pleasure of being “emotionally secure” with their
spouses or partners. Based on the existing literature,
existential anxiety and loneliness in later life are often
mitigated by strong interpersonal bonds and social
cohesion [20, 21]. Sexual intimacy in later life manifests
in more abstract ways than measurable genital
responses among our participants, indicating that the
index of pleasure differs with age. Also, the response
and perceptions about sexual cycle in older people
is non-linear. A recent qualitative study by Towler
etal. [22] explored older adults’ experiences of societal
stigma towards sexuality in later life. The authors
concluded that body-image focus changes from
aesthetics to functionality and emotional wellbeing,
and this discordance often leads to difficulties among
participants. On the other hand, older people in our
study were comfortable with this change in “body-
image focus” and rather perceived it as a component
of healthy ageing. This seems possible, as this sense
of ‘withdrawal’ from the body and focus on the soul
and inner attraction of one’s soulmate is advocated
in the Vedic traditions and in the Indian treatise
of sexual literature, the Kama Sutra [23].

This brings us to the next theme within the perceptions,
namely the personal contexts to sexuality. Our study
responses show that each individual has unique meanings
attached to their sexual experiences in later life. The
majority had a positive outlook towards sexuality. This
also had socio-cultural and religious connotations and
varied between men and women.

Mr. T (71 years) noted:

“Every time | had a successful sexual encounter with my
wife, | felt that | am still alive and that live is worth living.
It made me feel like myself.”
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While sexuality was associated with vitality and
masculinity, sexual vigor was linked to physical health
among men and past marital relationships, time lived with
husband/partner, loss of spouse, and companionship
among women.

Mrs. L (72 years), while discussing her husband's
demise, added:

“I miss him very much. He left us two years ago. | remember
the times that we shared, our togetherness and how dearly |
missed him when he was away. That still arouses me at times,
in a better way... you know what | mean. | feel so complete...”

“Oh, it's very difficult for us you know, you cannot even
imagine... It is so difficult to find a right partner among us who
truly understands you, knows what you desire from them. Once
he is gone, you are so, so alone. The world rarely cares for you,
it never bothered about our identity, more so now that | am old.”

Western literature mentions that change of partners
or “second couplehood” due to divorce or widowhood
to have a positive effect on sexual encounters in older
people [24, 25]. Sense of freedom, sexual experimentation,
openness, and attempts to meet unfulfilled desires are
increased [26]. However, in our study, the widowed
women preferred to remain single, either cherishing the
perceived satisfaction and memories of their spouses
or wanting to retain their autonomy and the social
barriers to finding another suitable partner. They also
found self-worth in alternative familial roles.

According to Mrs. D (62 years):

“It has never been difficult for me even though it's been six
years that my husband passed away. Financial challenges,
yes! But rather than again going through the hassles
of finding a suitable partner, | am rather happy enjoying
my role as a mother and grandmother.”

16 of our participants felt that medical conditions,
medications, and physical mobility concerns adversely
affected their sexual experiences.

Mrs. S (67 years) added, “/ could hardly move. The gout
was all over. Movement caused pain. How could | enjoy
intimacy even at its best when it was always paining!”

Mr. W (65 years) felt that his medication list was too
long, “Firstly there were 15 pills throughout the day, and |

need to remember them. Then, most of the afternoon and
evening | am drowsy and feel difficult to focus. Even if | wish
to, how do | enjoy sex?”

Expectations from partner

Relationship expectations from partners change with age.
The main themes that emerged under this category were
‘compassion and emotional support,, ‘trust in continuity
of care’, and ‘physical closeness/intimacy'.

Existing qualitative literature has shown that the
perception of sexual pleasure changes with age [5, 22, 271.
Our study further adds that our participants felt trust,
compassion, closeness and emotional support to be
associated with sensuality, even when actual sexual
intimacy was challenging for the couple. Intimacy was
more associated with safety rather than sexual pleasure
through physical stimulation.

Mr. M (78 years) told: “Things were changing. Now |
am barely able to walk. She has been there beside me my
whole life. We have had our own ups and downs. When
you ask what sensuality means to me now, | can say ‘her
company'’. The times when she is with me, even in silence,
| feel that there is someone to take good care of me till |
die. That is an immense amount of pleasure, whichever way
you put it...”

According to Mrs. S (67 years): “Our marital life hasn't
been very smooth. But now after 35 years, | expect | can
trust him for the rest of my life. Sex is not the same as it was
years back, now it is more of closeness... in body and mind!”

Even though the search for new relationships has been
mentioned in the literature [28, 29], in our study such
a theme was absent. This could be due to the social norms
associated with age that expects one to mourn the loss
of and remain loyal to one's spouse. Also, sexuality was
limited to fantasies, visual and print media, in contrast
to online dating. Digital literacy among older people
is minimal in India which, together with generation
stereotypes, could have contributed to this [30].

There are a number of gender differences that are
worth mentioning. For men, ability to maintain an erection
and ability to ejaculate was a central point of concern.
However, a few also mentioned difficulties with sexual
fantasies and arousal. As mentioned previously, sexual
vigor was correlated with masculinity.
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Mr. W (65 years) was worried, “Sex was there. Sexual
interest was there. But due to joint pains and weakness, | was
too slow. It didn't feel like a ‘man’. | was afraid what my wife
will think about me. We have had so many good moments...”

Mr. P (69 years) expressed shame, “/ could not even face
myself. Did the decline of hormones rob me of my manhood?
I even avoided speaking to her. It was shameful!”

Although previous studies have shown that sexual
dysfunction with ageing is associated with low self-esteem,
negative affect, and marital discord [31, 32], our study
showed that despite issues with arousal and erection,
men coped with acceptance and practiced alternate forms
of intimacy (foreplay: cuddling, caressing, stroking, etc.) and
quality couple time. The supportive nature of relationships
often compensated for such sexual difficulties. This
‘buffering’ effect of couples’ relationships in old age has
been also seen in the findings of the English Longitudinal
Study on Ageing (ELSA) [33]. For five of our participants,
who had pre-existing marital issues, sexual satisfaction
was reduced irrespective of sexual performance.

As Mr. F (70 years) mentioned: “/ knew that | am not the
same as before. | had even problems in turning in bed. It took
me quite some time to come to terms with it. But | could —
sexuality for me was different. It was no longer aggressive
and hours of passion. It was much more peaceful. Hours
spent together in the presence of my wife, made me happy
and loved for...”

Mrs. P (69 years) added: “Yes we still have sex. Quite
often even. Do we enjoy it? Maybe yes. But you know, the age-
old scars that you have developed in marital life — it cannot
really make you satisfied or provide you with pleasure no
matter how intimate you are. You need that inner connection
in this age, that's what matters!”

This is in line with a British study by Hinchliff and Gott
showing that sexual problems amongst older people have
a negative impact on their long-standing relationships with
their partners/spouses [34]. However, the transgender
men in our study expressed negative attitudes towards
sex, reduced expectations from partners, reluctance
in search of new relationships, and acceptance of their
gender identity. This was also influenced by social stigma
and ageism.

Mr. N (61 years) replied, “/ won't say | have lost interest
in sex. It's more like | have been oblivious to it now. Years of
difficulties, abuse, and challenges in survival — | have now
come to terms with what | am, my sexuality, much more than
before. Just that, | miss my partner and really do not want
to engage in a relationship again at this age.”

In general, our female participants were more descriptive
in their responses about sexuality. All of them concluded
that although the frequency of sexual activity and sexual
expectations of their partners changed with age, the
desire for intimacy did not. Common challenges were
partner's medical issues, caregiving, lack of partner
(widowhood), and social expectations.

Mrs. S (68 years) mentioned: “It is wrong to say that
| do not want to get aroused any further. However, his
osteoarthritis causes a lot of pain... you know... making
things difficult.”

90% of our female participants felt that they were
relieved to discuss their sexual experiences, yet this was
a rare opportunity.

Mrs. L (72 years) noted: “You really expect us to talk
about sex! An old woman talks about sexuality instead
of spirituality and prayers — how will people around me
take it?”

In traditional societies such as India, gender roles are
quite fixed and there are sexual inhibitions especially
among older women [35, 36]. They are usually expected
to be “passive and subordinate” towards their male
partners. The choice of initiation is left to their spouses
and fulfilling their desires is considered to be their
“obligation”. With age, the associated expectations change,
but the connotations continue to be the same. Women
are expected to be supportive of, and act as caregivers
to their husbands, which effectively makes their voices
invisible. In an action research carried out in another
developing nation, Brazil, the sexual experiences of six
older women from rural settings were analyzed [37].
Obligatory sexual participation based on partner's
wishes, sexual control by society, and over-importance
of family expectations were predominant themes. Older
women in our study expressed reduced sexual freedom
as well. All our female participants agreed that this study
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provided them with some form of catharsis with respect
to sexual experiences. They welcomed sexual fantasies
and desires, unlike an earlier qualitative study from
Poland where the themes among women were “/ am glad
that sex does not concern me anymore”and “I am just happy
with my memories” [38].

Mrs. M (64 years) complained: “We are expected
to always remain supportive and good. Why is that? Because
society expects us. What are our sexual needs? Nobody
has asked. | am glad that this age finally someone wanted
to know about my experiences!”

The older women in our study emphasized the
importance of emotional bonding in comparison with
intimacy. They were accepting of the sexual challenges
associated with ageing but considered intimacy important
to their wellbeing. However, sexual freedom outside
relationships was discouraged. The majority did not
approve of the usage of aphrodisiac medication in their
partners and were afraid of “sexually unrestrained men”.
They feared that this will take off the “feel good inner
experience”that they would rather enjoy at this age. These
findings differ from a systematic review on sexuality and
sexual health in older adults, suggesting that more sexual
freedom and experimentation in older women is what?
Common? [7]. However, disapproval of medication and
considering “aggressive sex” to be a “risky business” were
themes that were similar to those in our study. The
body-image narrative in our participants changed from
aesthetic-focused to inner peace and “beautification
of soul”, as they felt that their partners now know them
“close enough to just stay attracted physically”.

Mrs. F (75 years) concluded: “Times change, we change.
It mattered less to me how much physically handsome my
husband was anymore. It was about closeness — how much
of him do | get for myself? Do | perceive that as enough? That
was what | really wanted.”

Mrs. T (65 years) mentioned, “/ do not want sexuality
to be masked by medicines. Every age has its own beauty. Let
us accept each other as we are and find new ways of being

”

closed rather than depend on a pill for momentary pleasure...

Social norms, religion, education, financial independence
and general health were other factors that influenced

their sexual desires. These factors have also been found
in earlier studies [9, 25, 28].

Mr. P (70 years) spoke about his beliefs, “/ have
always seen my parents and grandparents move away
from worldly pleasures when they aged. | considered that
possibly thinking about sex at this age is bad. Somehow, even
though | enjoyed sex, in some corner of my mind it did not
feel right.”

Mrs. T (61 years) was worried about privacy, “My
pension was stuck, and my husband never got one. We had
to depend on our children and whatever space we got in the
house. Intimacy cannot occur without a relaxed space.”

The other interesting theme was caregiving and sexuality.
Most women were caregivers for their male partners
which led to the role transition and, hence, impaired
sexual experiences. The caregiver often perceived child-
like feelings for the person they cared for, the intensity
of which was related to the degree of caregiving. Earlier
studies have both reported sexual challenges and
improved intimacy associated with caregiving [39, 40].
In our sample, most of these couples stayed alone and,
due to the lack of social support, the burden associated
with caregiving must have been significant.

Mrs. P (68 years) told: “Most of my time was spent
in looking after him, just like a baby. I even had to lull him
to sleep and keep him calm. He would not listen to the
paid caregiver. Now you tell me — how do | have sexual
excitement in these circumstances! | even felt guilty!”

Barriers and unmet needs

Sexuality is widely considered as a tabooed topic in India
especially in old age [41]. Social stigma, myths related
to sexuality in late life and stereotyped thoughts (both
in general public and healthcare providers) formed the
main barriers in our participants while discussing sexual
issues. Such beliefs are internalized and perpetuated
by media discourse leading to the consideration that
active sexual life and ageing are mutually exclusive. The
common myths included the following statements:

*  Older people are asexual
«  People should not discuss or talk about sex in
later life
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«  Spirituality and sexuality are antagonistic in older

people

«  Sexual discussions are akin to sin which deserve shame
and punishment

*  Body gets unhealthy and weak with age, thus incapable
of sex

*  One needs to be ashamed and guilty if sexual thoughts
occur in old age

*  Masturbatory practices are absent in older people

*  Older people from the LGBTQIA+ population rarely
exist

Few participants mentioned that these myths are still
present.

Mrs. S (76 years) mentioned: “Why do you even ask?
Who expects us to talk about sex in this age! Isn't it a heinous
crime — | cannot even desire to be with my husband
in private”?

Mr. M (67 years) commented: “Age is a crime, you know.
Suddenly everything is expected to change. As if the person
inside me has died! | have even heard words like degenerate
and pervert if heard speaking sexual terms. Why — have |
lost the right?”

These quotes also demonstrate ageism. The recently
released GLOBAL REPORT ON AGEISM by the WHO highlights
that one in three adults worldwide share ageist attitudes [42];
indeed, overlap with other forms of discrimination is
common. According to the Report, “Ageism often intersects
and interacts with other forms of stereotypes, prejudice and
discrimination, including ableism, sexism and racism. Multiple
intersecting forms of bias compound disadvantage and make
the effects of ageism on individuals’ health and wellbeing even
worse” [42]. Evidently, our participants shared that ageist-
discriminatory attitudes as discussing sexual experiences
with family and healthcare providers was challenging for
them. An Indian epidemiological study in 2015 showed
a concerning myth that sexuality is only for reproductive
purposes and sexuality is “wrong in the old”. Negative
reactions related to sexuality in old age were also noted
by the family members in this study [43].

In light if this, participants expressed that there is a lack
of understanding, audience, and sensitivity to their sexual
issues among healthcare providers. It was also associated
with self-stigma as many considered sexuality no longer

relevant to their lives and not an integral component
of health. Hence, these issues were not discussed
during physician consultations. Such beliefs have been
discussed in earlier studies [39, 44, 45]. The common
reasons for visiting doctors were sexual dysfunction,
marital discord, and lack of perceived satisfaction, but
these rarely formed the primary reason and were less
frequently expressed in reality. 50% of the sample also
mentioned lack of guidance if they wanted to know how
to improve their sexual health.

Mr. T (72 years) replied: “/ don't even understand
how to discuss sex with my doctors at this age! Every time
I plan to ask him about certain related issues, | feel so
deeply ashamed. | somehow divert the topic. Till date |
am waiting (...).”

Mrs. P (65 years) added: “My doctor was just dismissive.
She said that this age | should go for pilgrimage and read
scriptures. Sexuality should be the last thing on my list. | felt
offended but you know that's what specially a woman in our
society is expected to...”

Mrs. S (63 years) noted: “You do not say, and they never
ask. My diabetes and gout were greater problems, and so |
did not have a right to discuss sex at this age!”

Feelings of shame and embarrassment were common,
asitis expected that one should not discuss sexuality and
erotic content at this age [46, 47]. As mentioned previously,
this resulted in greater stigmatization amongst women
and the LGBTQIA+ community. The latter is nearly invisible
in the popular media and health discourse in India [41].
They share the dual brunt of ageism and gender-based
discrimination. This can be addressed by putting together
sexual health and general issues related to wellbeing,
training in sexual health among physicians, and continuous
and holistic care. Schaller et al. [48] performed a qualitative
study on “how older adults experience talking about
sexual issues with healthcare personnel” and defined that
Communication dynamics, physician attitudes, knowledge
and competence, understanding of sexuality and finally
structural conditions influenced help-seeking patterns
related to sexual problems among the participants. The
authors recommended culture-sensitive attitudes and
further research into late-life sexuality, which it was felt
could sensitize healthcare providers at all levels [48].
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Transgender individuals faced particular difficulties
with help-seeking and the literature is nearly absent
of any discussion in relation to their sexuality in India.
A recent qualitative study during COVID-19 showed
impaired psychosexual health, increased othering and
multifaceted survival threats in the older LGBTQIA+
community [49]. Their sexual rights are also neglected.
Due to other healthcare and social priorities, sexual
needs are often neglected in this community.

According to Mr. F (68 years), a transgender male,
“People do not even ask us about how we are living — sex
is the least that we expect! Even if we are able to make
it to the doctor’s chamber someday, there are so many other
pressing challenges to talk about...”

Overarching themes
Certain themes emerged throughout the analysis and
were considered to represent overarching categories.
These were central to the sexual experiences and
expectations of the older persons in our study. These
categories are “sexuality as a mode of resilience”, “emotional
stability and ‘aging well” as attributes of sexual pleasure”,
and “lack of awareness about sexual rights.” Positive
sexual perceptions were associated with better copingin
adverse life situations while emotional bonding, better
communication, and healthy ageing (with lesser focus on
age-related bodily changes) influenced sexual pleasure.
Also, the participants largely lacked awareness about
sexual and reproductive rights. “Emotional stability as an
attribute of sexual pleasure” has already been discussed,
so here we will discuss the other two categories.
Awareness about sexual rights was largely absent
in our sample.

Mr. N (61 years) was ignorant of such terms, “Are you
sure such rights exist... they sound funny. At this age, do |
really deserve them?”

Mrs. F (60 years) was surprised as well, “You mean to say
that | can approach the court if such rights are not granted.
It sounds so surreal that too being a senior citizen. Please
tell me more about it.”

Sexual rights not only encompass prevention and
treatment of sexual disorders or dysfunctions but
also autonomy, dignity, respect and pleasure related

to sexuality and sexual relationships [50]. Various
international organizations consider them as fundamental
human rights which are necessary for overall wellbeing.
Human rights of older people are threatened globally
leading to marginalization, sidelining from health services
and elder abuse. It is thus important that based on the
World Association for Sexual Health (WAS), irrespective
of age, individuals stay free from sexual coercion and
sexual violence, enjoy freedom of sexual expressions
and privacy, sexual justice (legal protection in case
of any sexual right deprivation or dispute) and have
safe sexual experiences [51]. Hopefully, an international
UN Convention for the Rights of Older People, that many
organizations are globally in support of, may serve as
a tool to protect the sexual and reproductive rights
of older people [52].

Finally, sexuality was considered to be resilience-
promoting factor among the participants. It helped them
in overcoming negative mood states and interpersonal
discords. Nearly all the participants mentioned that
although sore sexual act was important, “emotional
connection” and “intimacy” played a crucial role in building
resilience.

Mr. S (69 years) said: “It's not really about your penis
or orgasm you know...it's different. The closeness matters.
The arousal, feeling good, time spent with my wife makes
it so easier even when | am under a lot of stress.”

Mrs. T (71 years) added: “Sex is just one way of describing
it. We were no longer having intercourse. But his presence
mattered. This is a way of sexuality, at least for me. This is my
best stress-buster at this age.”

There are few Indian studies in this regard. Most
research on positivism and resilience in older adults have
not factored in sexual health. Popular recommendations
suggest seclusion and alternate leisure activities for self-
esteem in old age [53]. Alternatively, in the Western
literature healthy ageing is associated with better sex
life and self-growth. This is further correlated with better
self-confidence and freedom from other [46, 54]. Positive
sexual expression and better sexual agency have been
linked with positive emotions in the Australian “baby
boomer generation” study [25, 55]. Psychosocial resilience
helps one navigate through stress and is vital for healthy
ageing [56]. Since this is a qualitative study, we cannot
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form any definitive link between sexual health and
resilience but our participant experiences offer insights
for exploring the link. Though this link has been studied
in sexual minorities and individuals living with HIV, this
warrants further research in older people, especially
during the present times of COVID crisis.

Strengths and Limitations

To the best of our knowledge, this is the first study
to explore experiences of sex and sexuality in older
people of India. In spite of the challenges related to social
stigma and taboo about the topic, we managed to get
a decent sample and all participants provided rich detail
of their perceptions. The semi-structured interview
guide was framed after a successful pilot which helped
elaborate the participant experiences. Another strength
of this study is related to its rigorous methodology and
measures taken to ensure trustworthiness.

On the other hand, our study has several limitations.
Firstly, similar to any other qualitative study, generalized
conclusions are rather impossible. However, generalization
was not the aim and our findings themselves suggest
that sexuality can have unique “personal relevance”
to each participant. Secondly, even though we tried to
secure a heterogenous sample, most participants were
educated, married and from urban/semi-urban areas.
Also, representation from the LGBTQIA+ community was
limited. Thirdly, adopting a purposive sampling comes
with a risk of subjective bias, which we tried to address
through bracketing and triangulation. Further, our
participants had lesser medical burden which is often
exception rather than usual in old age. None of our
participants resided in nursing homes or senior care
facilities, which form a large proportion of old age
population. Sexuality dynamics can be very different in
these places due to a number of factors including lack
of partners, reduced privacy, overcrowding, personal
comfort, etc. Due to inclusive nature of the society in India
and stigma related to the subject of our study, we could
not get participants from senior living facilities. Lastly,
some linguistic nuances may have been missed in the
translation-back translation used in our study.

CONCLUSION

To our knowledge, this is the first study from India,
exploring sexual experiences in older people. Sexual and
reproductive health rights are an integral part of human

rights, and older adults cannot be an exception. Our
findings show that older people do enjoy sexuality, retain
their sexual desire and interest, even though the forms
and intricacies of expression vary. Emotional closeness
and companionship were the central core of intimacy,
whereas there were several gender differences. Societal
myths related to late-life sexuality, misinformation, media
portrayals, ageism and inadequate audience in the health
sector serve as barriers for them to voice out challenges
in this area. According to the UN Decade of Healthy Ageing
(2021-2030) [57], physicians and policy makers need to be
sensitive towards this neglected dimension of sexual
health because it is intricately linked to successful
ageing. Sexual minorities suffer from additional stigma
which needs to be addressed. Elucidation and education
in the healthcare professionals and media are warranted
to elicit a general better understanding of sexual desires
and their diversity in later life. Older adult's sexual needs
should be recognized, respected and implemented
in healthcare training, services, research and policy
interventions. Physicians irrespective of their specialty
need to be trained in protecting sexual rights among
older people free of discrimination. Such training needs
to be implemented from early days of medical curriculum.
Our participants also linked sexuality with resilience and
positivity, and it was considered to be a “powerful tool
to better couple relationships.” This remains a subject
for further research, especially if sexuality can mitigate
loneliness, the socio-cultural influences and differences
in sexual experiences in older people across gender and
orientations. Considering sexual wellbeing as a natural
part of health, our research provides a preliminary yet firm
background to initiate academic and clinical discourse on
sexual needs, challenges and experiences of older people.
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ABSTRACT

BACKGROUND: Recent studies have shown that SARS-CoV-2 can have neuropsychiatric consequences and has
the ability to penetrate the blood-brain barrier. If SARS-CoV-2 has a specific route of entry into the brain, it may
leave imprints in the form of specific changes in brain morphology. Older individuals are most vulnerable to the
neuropsychiatric COVID-19 complications. This study aims to compare regional brain volumes in older adults individuals
with and without COVID-19 history (COVID+ and COVID-, respectively).

METHODS: Individuals over 65 years old who applied for treatment to the Memory Clinic (Mental-Health Clinic No. 1
named after N.A. Alexeev, Moscow, Russia) were assessed between October 2020 and April 2021. Their COVID-19
history was determined by the self-report and COVID-19 certificate. Individuals with severe neuropsychiatric or acute
or severe chronic somatic or infectious disease and those taking medications potentially affecting cognitive functioning
were excluded. All participants underwent MRI examinations followed by image segmentation and morphometric
quantitative analysis. Regional brain volumes were compared in COVID+ and COVID- people.

RESULTS: 207 participants were included in the study. The COVID+ group consisted of 24 participants. The comparison
between groups revealed statistically significant differences in left amygdala area (median 1199.3 mm3in COVID+ vs.
1263.7 mm?3 in COVID-) and right postcentral gyrus volumes (median 8055.5 mm3 in COVID+ vs. 8434.0 mm?3 in COVID-).
Then case-control analysis was performed in individuals matched for gender, age and common somatic causes
of structural brain changes (hypertension and/or diabetes mellitus type 2) for 22 subjects in each group. Statistically
significant differences in regional brain volumes between groups were absent.
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CONCLUSION: We did not find strong evidence for any regional brain volumes changes in people older than 65 years
with a history of COVID-19 in comparison to those without history of COVID-19. Though, given study limitations, these
results cannot be generalized to other people who recovered from COVID-19.

AHHOTALUNA

BBEAEHWVE: B HefaBHNX McCnef0BaHNAX 6bI10 MOKa3aHo, UTo SARS-CoV-2 MoXeT nMeTb Heliponcuxmatpuyeckme
NoCNeACTBMA 1 06/1ajaeT CNOCOBHOCTBLIO MPOHMKATb Yepes remaTo-aHLedannyeckmii bapbep. ECiv KopoHaBMpyc nmeeT
cneumnduuecknii NyTb NPOHVUKHOBEHWS B TOIOBHOM MO3I, TO 3TO MOXEeT OCTaB/ATb OTNeYaTK/ B BUAE XapakTepHbIX
n3MeHeHnn mopdonornm mosra. Jlvua cTapLuen Bo3pacTHOM rpynnbl ABAAIOTCA Hanboee ya3BMMON nonyasumen
B OTHOLLeHMW nocneacTBuin COVID-19. [laHHOe nccnesoBaHme HaleneHo Ha cpaBHeHe Mop$0oaorv roI0BHOro Mo3ra
y UL, MOXMA0ro Bo3pacTa, nepeHectumx (COVID+) n He nepeHectuux (COVID-) HOBYIO KOPOHABUPYCHYO MHGEKLMIO.

METO/bI: B nepuoga c oktabpsa 2020 no anpens 2021 roga otémpanncb Anua crtaplue 65 net, obpaTmsLLMecs
B KnnHuKy namaTtn (MockBa), y KOTOpbIX MyTeM aHKeTUPOBaHWA onpejensncsa cratyc nepeHecenHoro COVID-19.
He Britovannce nnua, MMetoLLe Tsxenble HelponcuxmaTpuyeckme n comatmnyeckme 3aboneBaHns U NpyHUMatoLme
NlekapCTBEHHYHO Tepanmio, MOTeHLMa bHO CKa3blBatOLLMECs Ha KOTHUTUBHOM GYHKLIMOHUPOBAaHNN. Bcem yuacTHMKaM
nposegeHo MPT-obcnefoBaHve € Mocsiedytollell cermMeHTaumen n300paxeHnin 1 KOMMYEeCTBEHHbIM aHaIn30M
MopdOoMeTpUYecKmX AaHHbIX. CpaBHMBaNVCL perMoHanbHble 06beMbl FO0BHOrO MO3ra.

PESYJIbTATbI: 207 y4acTHMKOB BK/IOUYEHO B UcciegosaHne. COVID+ rpynny coctaBunm 24 y4acTHMKA, U3 KOTOPbIX
4 6blnn rocnuTannsnposaHbl BcneacTemre COVID-19. CpaBHeHMe BbISBUAO Haandne CTaTUCTUYECKN 3HAYMMbIX
pasnynii 06 LEMOB 1IEBOMO MUHAANEBUAHOMO Tena (Megmnana 1199.3 mm3y COVID+ vs. 1263.7 mm3 y COVID-, U=1839.0,
p=0,044, TecT MaHHa-YUTHW) 1 NPaBoi NOCTLEHTPaAbHON N3BUNNHBI (MeamaHa 8055.5 Mm3 y COVID+ vs. 8434.0 mm3
y COVID-, U=1821.5, p=0,045, Tect MaHHa-YnTHu). MNpn npoBejeHn aHann3a MeToA4oM Cy4vali-kOHTPOIb Y AuL,
COMocCTaBNEHHbIX MO MOy, BO3PACTy U pacnpoCTpaHeHHbIM COMATUYECKUM MPUYMHaAM CTPYKTYPHbIX U3MEHEHNIA
rOIOBHOrO MO3ra, He 6bIN10 BbISB/IEHO CTAaTUCTUYECKN 3HAUMMbIX Pa3nnuuni mexay COVID+ n COVID- rpynnamu.

SAKJTHOYEHME: Mbl He 06HapPY>XUAN 3HAYNMbIX CBUAETENLCTB M3MEHEHWN pernoHanbHbIX 06BEMOB FOJIOBHOIO
MO3ray nu, nepeHeciurx n He nepeHectnx COVID-19. OgHako, yunTeiBas MMerLLecs orpaHnuYeHms Nccies0BaHms,
3TV pe3yNbTaTbl He MOryT 6bITb NepeHeceHbl Ha Bcex nauyneHTos nocie COVID-19.

Keywords: COVID-19; SARS-CoV-2; elderly people; MRI; brain morphology; regional brain volumes

KmoueBblie cnoBa: COVID-19; SARS-CoV-2; noxcunsie arodu; MPT; Mopgonozus M032a; pe2uoHa1bHble 06beMbl M032a

INTRODUCTION patterns of brain morphology changes. A recent article

Studies have shown that advanced age is one of the
greatest risk factors for higher severity and worse outcome
of COVID-19 [1-4] with neurological and psychiatric
symptoms affecting 33-62% of patients within six months
of recovery [5]. Some researchers suggest that SARS-CoV-2
may have an ability to invade the brain via the olfactory
tract, circumventricular organs, leaky blood-brain barrier
due to inflammation or direct damage of brain vascular
endothelium or with migrating immune cells [6].

If specific routes of SARS-CoV-2 to enter the brain
do exist than it may be associated with the distinct

systematically reviewed brain imaging case series, case-
control and cohort studies in patients with COVID-19
and found that alterations associated with COVID-19
predominated in the olfactory brain network, limbic and
prefrontal structures [7]. About half of these studies
used only visual evaluation of MRI scans, and among
studies that used image statistical processing approach
there were none that used matched control of age,
gender and comorbidity (hypertension and/or diabetes
mellitus type 2) in brain morphology analysis in older
population affected and non-affected by COVID-19.
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Moreover, none of these studies evaluated brain changes
specifically in older (65+ years old) population. Therefore,
case-control study of MRI scans using image statistical
processing approach and matched case-control analysis
of elderly individuals with and without COVID-19 history
is relevant.

Since October 2020 a longitudinal cohort study of
patients with mild cognitive impairment (MCl) compared
to healthy control was initiated in Psychiatric clinical
hospital No 1 (Moscow, Russia) to identify unmet needs
of MCI patients during COVID-19 pandemic. One of the
aims of this study is a MRI-morphometry of brain scans
in patients with mild cognitive impairment (MCl) and healthy
control with and without reported COVID-19 history.

Our research question was: are there specific brain
alterations in older people with reported history
of COVID-19 infection compared to those without
COVID-19 history?

METHODS

Study population

This study is a part of multidisciplinary project ‘Impact
of the COVID-19 pandemic on the mental health of the
elderly’ and is supported with grant of RFFI 20-04-60546.
Individuals over 65 years old were eligible in the study.
The study participants were selected among those
who attended the Memory Clinic to treat cognitive
impairment or at the outpatient unit of Moscow
outpatient clinic No 152 (both are the branches of the
Mental-Health Clinic No. 1 named after N.A. Alexeev)
to treat somatic disorders other than acute or severe
chronic somatic or infectious disease. Individuals with
contraindications to MRI, with a history of dementia,
Parkinson’s disease, Huntington’s disease, psychotic
or other severe psychiatric disorders known to affect
cognitive functioning, mood and anxiety disorders with
onset before 45 years old, exacerbations or severe forms
of chronic somatic diseases were not included. Also,
people taking drugs with known negative or positive effect
on cognitive functions were not allowed to participate
in the study (see Supplements for a full list of exclusion
criteria). The COVID-19 history was determined by the
self-report and COVID-19 certificate. Current COVID-19
status was not checked with polymerase chain reaction
rest (PCR) and none of participants were vaccinated as
the study period ended before national vaccination
campaign had been initiated.

Study design
This one-year study has longitudinal observational cohort
design. Enroliment of subjects was performed 4t October
2020 to 30t April 2021. All participants underwent
clinical examination by a psychiatrist and collection of
medical history using checklist designed specifically for
this study, including a checklist of individually significant
neuropsychiatric and cognitive symptoms. Cognitive
performance was assessed using Mini-mental state
examination scale (MMSE) [8] and Montreal cognitive
After

assessment scale (MoCA) [9]. examination

MRI-scanning was performed.

MRI scanning and Image processing

A MRI scanner (Toshiba, 1.5 Tl) at the Mental-health
Clinic NoT Named After N.A. Alexeev was used to obtain
structural MRI scans. The structural study was performed
using a Sg 3d T1-weighted sequence (TR=12 ms, TE=5ms,
200 sagittal slices, FOV 256 mm, FA 180, TI=300 ms, voxel
size 1x1x1 mm3, average 2).

Image processing and segmentation were performed
using Freesurfer v6.0 software package and morphological
indices (thickness and volume of gray matter, volume
of white matter, gyrification index, volume of gray matter
by subcortical structures, etc.) were derived. Regional
brain volumes (gray matter and white matter volumes)
were selected for the purpose of this work.

FreeView imager (v7.1.0) was used to visually assess
segmentation quality. Reproducibility of results was
ensured by means of quality control of structural
MRI (T1) images based on mriqc package and Image
Quality Metrics (IQM) [10].

All calculations were performed on a cluster at Skoltech
(Skolkovo Institute of Science and Technology), consisting
of two computing units of the following configuration
each: CPU: Intel Xeon 6 cores; RAM 64 GB; Storage:
1 TB GPU: 3 NVIDIA GeForce GTX 1080 Ti with 3584 Cuda
cores, Memory capacity 11 GB, frequency 1500 MHz.

Statistical processing

Database was extracted on 9 September 2021. The primary
endpoint was finding the differences in MRI volumes
between those who experienced COVID-19 (COVID+) and
those who had not (COVID-) in a whole study population.
Mann-Whitney test was used to compare continuous
variables while participant’s distribution by the categorical
variables between groups was performed using Fisher
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exact test. All regional brain volumes were n-1 normalized
to standardize the variables using the unbiased standard
deviation. Group profiles of brain volumes means and
medians of received z-scores were than additionally
visually analyzed using parallel coordinates plots. In all
statistical tests two-tails p <0.05 considered as statistically
significant. We didn't use multiple p correction because
it would preclude finding of any significant differences
given large number of regions (109 regions) to compare
highly variable volumes.

To compare regional brain volumes, we also used
case-control approach in subpopulations of COVID+
and COVID- groups matched by age, gender and
history of hypertension and type Il diabetes. The
following strategy was used to search for matched
subjects: exact matches on gender, hypertension stage
and type Il diabetes and fuzzy search for age within
2 years range.

Statistical processing was performed using Addinsoft
(2022), XLSTAT statistical and data analysis solution. New
York, USA. https://www.xIstat.com/en.

Ethics

The study was conducted according to Helsinki
declaration and Good Clinical Practice (GCP) principles.
It was approved by the local Ethical Committee of
State Budgetary Institution of Health Care “Research
Clinical Institute of Otorhinolaryngology named after
L.I. Sverzhevsky” of the Department of Health of the
City of Moscow (Protocol Ne5 from 20.09.20). All study
participants signed informed consent.

RESULTS

Study population

Overall, 207 participants had processed Visit 1 MRI scan
information in the study database as of 9t September 2021.
Among them 24 indicated that they had a history of
COVID-19 (either outpatient or hospitalization) before
Visit 1 of the study (before October, 2020), with 4 of
24 (16.7%) were hospitalized with COVID-19. Thus,
24 participants were categorized in COVID+ group and
n=183 in COVID- group. Their socio-demographic and
medical characteristics are summarized in the Table 1.

Table 1. Clinical and socio-demographic characteristics of study population

Valid n COVID- covID+ Test Statistic
(n=183) (n=24)

Age, median, 1st and 3rd quantile 207 71 (66, 77) 71 (68.4, 77.0) U=1973, p=0.418*
Gender: Male, n (%) 207 33 (18.0%) 3(12.5%) p=0.774%*
Education, n (%) 205 p=0.539**

College 52 (28.7%) 8(33.3%)

School 15 (8.3%) 3(12.5%)

University 114 (63.0%) 13 (54.2%)
Work type in the life: Intellectual, n (%) 200 144 (81.8%) 21 (87.5%) p=0.774%%*
Still working, n (%) 200 6 (3.4%) 2 (8.3%) p=0.247%%
Family: Yes, n (%) 203 125 (69.8%) 18 (75.0%) p=0.812%*
Self-efficient: Yes, n (%) 202 135 (75.8%) 18 (75.0%) p=1.000%*
Hobby: Yes, n (%) 207 132 (72.1%) 18 (75.0%) p=1.000%*

Somatic health

Any chronic disease: Yes, n (%) 207 166 (90.7%) 22 (91.7%) p=1.000**
Diabetes type II: Yes, n (%) 204 24 (13.3%) 5 (20.8%) p=0.350**
Hypertension, n (%) 207 p=0.459**

1 stage 46 (25.1%) 5 (20.8%)

2 stage 58 (31.7%) 9 (37.5%)

3 stage 16 (8.7%) 4(16.7%)

No 63 (34.4%) 6 (25.0%)
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Table 1. Clinical and socio-demographic characteristics of study population (continued)

Valid n COVID- COVID+ Test Statistic
(n=183) (n=24)
Ischemic heart disease: Yes, n (%) 204 51 (28.3%) 7 (29.2%) p=1.000%*
Myocardial infarction history: Yes, n (%) 207 6 (3.3%) 1(4.2%) p=0.584**
Oncology history: Yes, n (%) 204 27 (15.0%) 7 (29.2%) p=0.087%*
Obesity: Yes, n (%) 204 38 (21.1%) 4(16.7%) p=0.790**
Takes any antihypertensive drug: Yes, n (%) 204 97 (53.9%) 14 (58.3%) p=0.828**
Takes any antidiabetic drug: Yes, n (%) 204 7 (3.9%) 2 (8.3%) p=0.286**
Takes any anticoagulant: Yes, n (%) 204 14 (7.8%) 1(4.2%) p=1.000%*
Takes aspirin: Yes, n (%) 204 44 (24.4%) 10 (41.7%) p=0.086**

Mental health

MMSE total score, median, 1st and 3rd quantile 204 27.0(26.0, 28.0) 28.0(27.0, 29.0) U=1719, p=0.099*
MoCA total score, median, 1st and 3rd quantile 204 24.0(21.0, 26.0) 25.0(22.4, 27.0) U=1789, p=0.170*
Any affective disorder history: Yes, n (%)*** 204 23 (12.8%) 4(16.7%) p=0.533**
Any anxiety disorder history: Yes, n (%)*** 204 5(2.8%) 3(12.5%) p=0.054**
OCD: Yes, n (%)*** 204 1(0.6%) 0 (0.0%) p=1.000**

Significant symptoms

Apathy: Yes, n (%) 203 16 (8.9%) 4(16.7%) p=0.267**
Headache: yes, n (%) 203 47 (26.3%) 1(4.2%) p=0.019%*
Vertigo, dizziness: Yes, n (%) 203 39 (21.8%) 5 (20.8%) p=1.000**
Sleep: Yes, n (%) 203 89 (49.7%) 13 (54.2%) p=0.828**
Poor attention, concentration: Yes, n (%) 203 41 (22.9%) 7 (29.2%) p=0.609%*
Inaccurate movements: Yes, n (%) 203 15 (8.4%) 1(4.2%) p=0.699%*
Fatigue, retardation: Yes, n (%) 203 55 (30.7%) 9 (37.5%) p=0.492%*
Hypothymia: Yes, n (%) 203 26 (14.5%) 2(8.3%) p=0.541%*
Gastro-intestinal: Yes, n (%) 203 38 (21.2%) 3(12.5%) p=0.423**
Irritability: Yes, n (%) 203 37 (20.7%) 8(33.3%) p=0.190**
Affective liability: Yes, n (%) 203 45 (25.1%) 5 (20.8%) p=0.803**
Heart palpitations: Yes, n (%) 203 26 (14.5%) 6 (25.0%) p=0.229%*
Weakness in legs: Yes, n (%) 203 39 (21.8%) 6 (25.0%) p=0.794%*
Anxiety: Yes, n (%) 203 38 (21.2%) 5 (20.8%) p=1.000%*
Spatial orientation: Yes, n (%) 203 20 (11.1%) 2 (8.3%) p=1.000**
Memory fixation: Yes, n (%) 203 101 (56.4%) 15 (62.5%) p=0.663**
Calculation: Yes, n (%) 203 44 (24.6%) 5 (20.8%) p=0.804**
Tinnitus: Yes, n (%) 203 44 (24.6%) 8 (33.3%) p=0.454%%

Note: Valid n — number of non-missing value. * —Mann-Whitney test. ** — Fisher exact test. *** — With onset after 45-year-old.

Matching for the age (fuzzy matching +2 years),
gender (exact match), hypertension stage (exact match)
and history of type Il diabetes (exact match) revealed
22 matched pairs of participants leaving 2 COVID+
participants without match. These characteristics are
depicted in the Table 2.

In both instances of comparison between COVID+ and
COVID- subjects (Tables 1 and 2) there were no significant
differences on most of variables. Most of the participants
were women, retired, with the background of higher
education. More than two thirds of them lived with
their families and described themselves as self-efficient
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Table 2. Clinical and socio-demographic characteristics of study subpopulations matched by age, gender, hypertension
stage and type Il diabetes history

Valid n COVID- coviD+ Test Statistic
(n=22) (n=22)

Age, median, 1st and 3rd quantile 44 71,5 (68; 75,8) 71 (68,3; 77) U=238,5, p=0,953*
Gender: Male, n (%) 44 2(9,10%) 2(9,10%) p=1,000**
Education, n (%) 44 p=0,555**

College 5(22,70%) 8 (36,40%)

School 2(9,10%) 3(13,60%)

University 15 (68,20%) 11 (50,00%)
Work type in the life: Intellectual, n (%) 44 17 (81,00%) 19 (86,40%) p=0,698**
Still working, n (%) 44 1(4,50%) 1(4,50%) p=1,000%*
Family: Yes, n (%) 44 11 (50,00%) 17 (77,30%) p=0,116%*
Self-efficient: Yes, n (%) 44 18 (81,80%) 16 (72,70%) p=0,721%*
Hobby: Yes, n (%) 44 132 (72.1%) 18 (75.0%) p=1.000**

Somatic health

Any chronic disease: Yes, n (%) 44 22 (100,00%) 20 (90,90%) p=0,488**
Diabetes type II: Yes, n (%) 44 3(13,60%) 3(13,60%) p=1,000%*
Hypertension, n (%) 44 p=1,000**

1 stage 4(18,20%) 4 (18,20%)

2 stage 9 (40,90%) 9 (40,90%)

3 stage 3(13,60%) 3(13,60%)

No 6 (27,30%) 6 (27,30%)
Ischemic heart disease: Yes, n (%) 44 4 (18,20%) 5(22,70%) p=1,000%*
Myocardial infarction history: Yes, n (%) 44 0 (0,00%) 1(4,50%) p=1,000%*
Oncology history: Yes, n (%) 44 6 (27,30%) 6 (27,30%) p=1,000**
Obesity: Yes, n (%) 44 5(22,70%) 4 (18,20%) p=1,000**
Takes any antihypertensive drug: Yes, n (%) 44 14 (63,60%) 12 (54,50%) p=0,760**
Takes any antidiabetic drug: Yes, n (%) 44 0 (0,00%) 1 (4,50%) p=1,000**
Takes any anticoagulant: Yes, n (%) 44 2(9,10%) 1(4,50%) p=1,000%*
Takes aspirin: Yes, n (%) 44 6 (27,30%) 8 (36,40%) p=0,747**

Mental health

MMSE total score, median, 1st and 3rd quantile 44 27 (26; 28) 27,5(27; 29) U=183,5, p=0,170*
MoCA total score, median, 1st and 3rd quantile 44 25(21; 27) 25(23; 27) U=221, p=0,843*
Any affective disorder history: Yes, n (%) 44 2(9,10%) 3(13,60%) p=1,000%*

Any anxiety disorder history: Yes, n (%) 44 0 (0%) 3(13,60%) p=0,233%*

OCD: Yes, n (%) 44 0 0

Significant symptoms

Apathy: Yes, n (%) 44 2(9,10%) 4 (18,20%) p=0,664**
Headache: yes, n (%) 44 9 (40,90%) 1(4,50%) p=0,009**
Vertigo, dizziness: Yes, n (%) 44 8 (36,40%) 5(22,70%) p=0,510**
Sleep: Yes, n (%) 44 13 (59,10%) 12 (54,50%) p=1,000**
Poor attention, concentration: Yes, n (%) 44 3(13,60%) 7 (31,80%) p=0,281%*
Inaccurate movements: Yes, n (%) 44 1(4,50%) 1(4,50%) p=1,000**
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Table 2. Clinical and socio-demographic characteristics of study subpopulations matched by age, gender, hypertension

stage and type Il diabetes history (continued)

Valid n COVID- CcoviD+ Test Statistic
(n=22) (n=22)
Fatigue, retardation: Yes, n (%) 44 5(22,70%) 9 (40,90%) p=0,332%*
Hypothymia: Yes, n (%) 44 4 (18,20%) 2(9,10%) p=0,664**
Gastro-intestinal: Yes, n (%) 44 5(22,70%) 3(13,60%) p=0,698**
Irritability: Yes, n (%) 44 6 (27,30%) 7 (31,80%) p=1,000%*
Affective liability: Yes, n (%) 44 6 (27,30%) 5(22,70%) p=1,000%*
Heart palpitations: Yes, n (%) 44 3(13,60%) 5(22,70%) p=0,698**
Weakness in legs: Yes, n (%) 44 5(22,70%) 5(22,70%) p=1,000**
Anxiety: Yes, n (%) 44 6 (27,30%) 5(22,70%) p=1,000%*
Spatial orientation: Yes, n (%) 44 2(9,10%) 2(9,10%) p=1,000**
Memory fixation: Yes, n (%) 44 13 (59,10%) 15 (68,20%) p=0,755%*
Calculation: Yes, n (%) 44 4 (18,20%) 4 (18,20%) p=1,000%*
Tinnitus: Yes, n (%) 44 5(22,70%) 6 (27,30%) p=1,000**

Note: Valid n — number of non-missing value. * — Mann-Whitney test. ** — Fisher exact test.

in most life areas. Somatic disorders had generally
equal distribution between groups and prevalent (more
than 90% had any chronic medical condition). Mental
disorders and individually significant symptoms report

| | p>0.05
[] p<0.05

Amygdala, Left

Figure 1. Significant differences between COVID+
and COVID- groups on regional brain volumes
(Mann-Whitney test) in whole study population (n=207).

(yes/noin a specific checklist, Table 1 and 2) were equally
distributed except headaches (significantly more frequent
in the COVID- group). Cognitive status (total scores on
MMSE and MoCA) was similar in both groups.

Both MMSE and MoCA total scores in all subjects
(n=207) showed a significant weak correlation with total
brain volume (Spearman R=0.23, p=0.001 and Spearman
R=0.20, p=0.004, respectively) and cerebrospinal fluid
(CSF) total volume (Spearman R=-0.23, p <0.001 and
Spearman R=-0.27, p <0.001, respectively).

Regional brain volumes in COVID+
and COVID- groups

Comparison of brain regional volumes in whole study
population (n=207) revealed differences only in two
regions: right postcentral gyrus (median 8055.5 mm3
in COVID+ vs. 8434.0 mm?3in COVID-, U=1821.5, p=0.045,
Mann-Whitney test) and left amygdala (median 1199.3 mm?3
in COVID+ vs. 1263.7 mm?3in COVID-, U=1839.0, p=0.044,
Mann-Whitney test) (Figure 1).

Detailed statistical results can
Supplementary 1.

Though, comparison of matched (age, gender and
medical conditions) subpopulations (n=44) did not find
any significant differences in regional brain volumes
(Supplementary 2).

Parallel coordinate plots of normalized (n-1) MRI
regional volumes are depicted on the Figure 2.

be found in
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Figure 2. Standardized brain volumes profiles in COVID+ and COVID- participants (n=207).

Note: All means (solid line) or medians (dashed line) of residuals of regional brain volumes in both COVID+ (red)
and COVID- (green) participants were within 1 standard deviation from mean values.

Consortium Psychiatricum | 2022 | Volume3 | Issue 1

83



-04 -03 -04

Z-scores

05 0 01 02 03 04

b P

Left-Thalamus-Proper_Volume_mm3
Left-Caudate_Volume_mm3

Left-Putamen_Volume_mm3

Left-Pallidum_Volume_mm3

Brain-Stem_Volume_mm3

Left-Hippocampus_Volume_mm3 (1)

Left-Amygdala_Volume_mm3 (1)

Left-Accumbens-area_Volume_mm3 (1)

Left-VentralDC_Volume_mm3
Right-Thalamus-Proper_Volume_mm3

Subcortical area

Right-Caudate_Volume_mm3
Right-Putamen_Volume_mm3

Right-Pallidum_Volume_mm3
Right-Hippocampus_Volume_mm3 (1)

Right-Amygdala_Volume_mm3 (1)

Right-Accumbens-area_Volume_mm3 (1)

Right-VentralDC_Volume_mm3

bankssts_GrayVol_rh

inferiortemporal_GrayVol_rh
lingual_GrayVol_rh

middletemporal_GrayVol_rh

parahippocampal_GrayVol_rh

superiortemporal_GrayVol_rh
temporalpole_GrayVol_rh

transversetemporal_GrayVol_rh
bankssts_GrayVol_lh

inferiortemporal_GrayVol_lh

Temporal lobe

lingual_GrayVol_lh
middletemporal_GrayVol_lh

parahippocampal_GrayVol_lh
superiortemporal_GrayVol_lh

temporalpole_GrayVol_lh
transversetemporal_GrayVol_lh

Left-Lateral-Ventricle_Volume_mm3 (1)
Left-Inf-Lat-Vent_Volume_mm3 (1)

3rd-Ventricle_Volume_mm3

4th-Ventricle_Volume_mm3
CSF_Volume_mm3 (1)

Left-vessel_Volume_mm3
Left-choroid-plexus_Volume_mm3

Right-Lateral-Ventricle_Volume_mm3 (1)

Right-Inf-Lat-Vent_Volume_mm3
Right-vessel_Volume_mm3
Right-choroid-plexus_Volume_mm3

T il o

Ventricles, vessels, alterations

WM-hypointensities_Volume_mm3

— Mean

«.... Median — COVID+

— COVID-

Figure 2. Standardized brain volumes profiles in COVID+ and COVID- participants (n=207) (continued).

Note: All means (solid line) or medians (dashed line) of residuals of regional brain volumes in both COVID+ (red)
and COVID- (green) participants were within 1 standard deviation from mean values.

None of means or medians of z-scores exceed 1,
reflecting that there were no differences in regional brain
volumes larger than one standard deviation of study
population means, though, generally most of z-scores
are slightly decreased in COVID+ against COVID- subjects.

DISCUSSION
Our study revealed differences in regional brain volumes
between COVID+ and COVID- groups: right postcentral

gyrus gray matter and left amygdala volumes found to
be significantly lower in older people who had a history
of COVID-19. These differences were not supported with
any differences in reporting of personally meaningful
neurocognitive and neuropsychiatric symptoms, including
anxiety and somatic complaints with except of headaches
that were more prevalent in COVID- group.

Olfactory tract projections are considered as a possible
gateway of SARS-CoV-2 invasion into the brain. Amygdala
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is a part of limbic system that receives projections from
olfactory bulbs [11,12]. According to recent research [13]
a comparison of MRI scans before and after COVID-19
found that patients after COVID-19 had greater grey
matter loss in the central nucleus of the amygdala
than those who had no history of COVID-19. Another
study [14] found hypometabolism in the right temporal
lobe, including amygdala in patients with long COVID-19.
Though, in these studies changes in amygdala were
accompanied with alterations in other brain regions,
including central olfactory complex (piriform cortex,
enthorhinal cortex) and secondary olfactory areas
(hippocampus, thalamus, orbitofrontal cortex) [7, 13, 14].

Contrary, in our study we did not find significant
morphological changes in other brain regions. One
possible explanation is that our study included
population who experienced mild forms of COVID-19
(only 4 of 24 reported that they were hospitalized)
that did not associate with brain tissue lesions. This
explanation is supported by the fact that we did not find
bilateral morphological changes that can be expected
from olfactory route of virus penetration through blood-
brain barrier. Also, this may result from a selection
bias while enrolling patients into the study, those who
had more severe forms of COVID-19 may not had
applied for treatment to Memory clinic due to either
restriction on transit for people older than 65 years
or precaution/incapacity to move across the city.

Many MRI studies of brain structural changes in patients
experienced COVID-19 reported alteration in different
brain areas other than olfactory system [7]. Nevertheless,
most of these studies did not include control sample and
studied patients with COVID-19 severe enough to be
hospitalized. The recent brain imaging study before and
after COVID-19 included patients with second MRI scan
after 35-407 days after recovery from in most cases mild
forms of the disease in comparison to healthy control [13].
This study revealed decrease of cortical thickness in the
lateral orbitofrontal cortex, generally greater brain size
reduction, increase in diffusion indices and CSF volume.
Though, a comparison of hospitalized cases with either
non-hospitalized or control subgroups failed to detect
marked differences due to decrease in the sample size.
While this study that was conducted on a population
that was very close to our study revealed significant
differences in brain morphology, it didn't account
control for comorbid disorders like hypertension and

type Il diabetes that also associated with brain structure
changes. Moreover, these comorbid disorders are
known to be associated with increased risk of COVID-19
complications [15,16]. Thus, underestimation of these
medical conditions may lead to bias in the results.

In our study we attempted to control these conditions.
When compared subpopulations matched on gender,
age and comorbid medical condition (hypertension and/
or type Il diabetes) regional brain volume differences
disappeared. This may be due to that controlled
conditions account for more of the variability in regional
brain volumes than COVID-19 history. The median
MMSE score before matching was mathematically
lower in the COVID- compared to COVID+ group and
in opposite to our results one could expect that if
COVD-19 is associated with brain leisure than the
matching on MMSE score will make differences even
larger. Nevertheless, as expected, total MMSE (and
MoCA) scores in whole study population showed
significant positive correlation with total grey matter
volume and negative correlations with total CSF volume
showing adequate association between structural brain
alterations and cogpnitive functions. This may indicate
that an alternative explanation can take place: the
decrease in sample size reduces the statistical power
to detect brain differences between groups.

Study limitations

One of the study limitations was that COVID-19 status
was not confirmed in the laboratory at the study entry but
only with history and COVID-19 certificate provided by
the participants. Thus, itis possible that we misclassified
those participants who recovered from COVID-19 but
is not aware about that. Only four subjects in our study
had COVID-19 severity enough to be hospitalized, thus
the rest 20 subjects possibly experienced only mild
forms of a disease limiting generalizability of study
results. There can be a selection bias originating from
personal precautions and governmental restrictions
on movement amid COVID-19 pandemic. Also, we did
not analyze the time between COVID-19 and MRI scan
though this time unlikely exceeded a 13-month period
as by 31.03.2020 only 1836 cases of COVID-19 were
totally registered in Russia. Finally, only 24 participants
had a known reported history of COVID-19 thus
this study may be underpowered to detect brain
morphology changes.
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CONCLUSION

We didn't find definite associations of any regional
brain volumes differences with COVID-19 history in
people older than 65 years. Our study results are
based on a population exposed to relatively mild
forms of COVID-19. Thus, given study limitations,
these results can't be generalized to other people who
recovered from COVID-19. Further better balanced and
controlled and larger studies on an association of brain
morphology with COVID-19 experience stratified by
the severity in older people would help to disentangle
relationships between COVID-19 severity and brain
morphology changes.
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ABSTRACT

The world is facing rapid population aging. This is associated with an increase in the number of older people from
the lesbian, gay, bisexual, trans, queer, intersex, or asexual (LGBTQIA+) community. This population faces unique
challenges, including ageism, sexual identity stigma, and self-stigma. The older LGBTQIA+ population are neglected
by, and invisible to, healthcare interventions, research, and policy changes. In light of the paradigm shift in healthcare
towards a rights-based approach, healthy aging has become an important construct. Healthy aging, according to the
World Health Organization (WHO), is a “continuous process of optimizing opportunities to maintain and improve
physical and mental health, autonomy, and quality of life throughout the life course”. This commentary highlights
the unique vulnerabilities of the aging LGBTQIA+ population, advocates the inclusion of their voices at all levels of the
healthcare system, and discusses the way forward to enable their ‘healthy aging'.

AHHOTALNA

HaceneHne munpa cTpemMunTeNbHO CTapeeT. B CBA3M € 3TUM YBENINYMBAETCS YMCIO0 NOXUALIX NPeAcTaBuTeneli coobLlectsa
JITETKNA+ (necbusHkw, ren, bucekcyanbl, TpaHCreHAepbl, KBUPbI, UHTepcekcyanbl, acekcyanbl). OHW CTanKMBaroTCs
CYHVIKaNbHbIMM NPoB1eMamu, B YnCIe KOTOPbIX ANCKPUMUHALIS MO BO3PACTHOMY MPU3HAaKY, CTUrMaTU3aLms cekcyanbHOM
WAEHTUYHOCTU M camocTUrmMaTm3aumsa. OB6LLeCcTBO UrHopupyeT noxunbix npeactasutenein JITBTKNA+, nx nHTepecsl
He yUnTbIBAOTCA NPV BHEAPEHUN 1 MOAEPHMU3aLMM NPOrpaMM 34paBoOXpPaHeHs, Npy NpoBeAeHN nccejoBaHWi. B ceTe
MOBbILLEHNS BHUMAaHWSA K BONPOCaM 3aLlMThl MpaB YesioBeKa BaKHOW KOHLIeNLMen cTano 340posoe ctapeHune. CornacHo
onpezeneHnto BcemypHoli opraH/saLmm 34paBooXpaHeHIs, 30p0BOEe CTapeHe — 3TO HenpepbIBHbIV MPOLECC paclUipeHns
BO3MOXHOCTEV A1 MOAAEPXKAHUA N YAyYLLeHNS GU3NYECcKOro 1 NCUXMYECKOro 340p0Bbs, HE3aBUCMMOCTU 1 KavecTBa
XU3HW NH0Ael Ha NPOTAXEHWWN BCel XU3HW. B 3TOM ZIokyMeHTe nojyepknBaeTcs ya3sBUMOCTb NOXUIbIX NpeacTaBuTeseit
coobuectBa JITBTKNA+, aenaeTcst akLeHT Ha BaXKHOCTU y4eTa UX MHEHUS Ha BCeX YPOBHSAX MPUHATUSA PeLleHnii B cucteme
3/paBOOXpaHeHNs 1 06CyXAaeTca AanbHeNLNI NyTb obecneyveHns 340p0BOr0 CTapeHIs 3TON NONYASALMN.

Keywords: /ongevity; healthy ageing; LGBTQIA+; sexual minorities; human rights
KnmoueBble cnoBa: dos2osemue; 30opogoe cmapeHue; JITBTKMA+, cekcyanbHsle MEHbUUHCMEBA, NPA8d Ye/s108eKa
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Due to the increasing world population and average
life expectancy, one in five people will be over
65 years old by 2050 [1]. This will create a growing and
unprecedented demographic milestone not only for
older people in general [1], but for older people who
identify themselves as part of the LGBTQIA+ community.
Increased visibility of older LGBTQIA+ people also
poses important challenges in terms of promoting and
achieving their healthy longevity. Despite being a diverse
group, many older LGBTQIA+ people are exposed
to discrimination based on both their age (agism) and
sexual orientation and/or gender identity (homophobia,
biphobia, transphobia), with a resultant traumatic impact
on their physical and mental health [2].

Although political and social advances in many Western
countries have legitimized LGBTQIA+ people's rights
in the recent decades, the historical circumstances
in which they lived when they were younger cannot be
neglected. LGBTQIA+ people were invisible, excluded,
perceived as mentally ill, and discriminated against. This
created a huge gap in scientific research and social and
political legitimation measures, making it impossible
to describe their specific needs in a timely and detailed
manner. This formal and informal neglect forced older
LGBTQIA+ people to deal with rejection, sexual stigma,
discrimination, and stress associated with their sexual
minority or gender minority status, leading to social
isolation and poor well-being [3]. As recent research
indicates, older LGBTQIA+ people consistently experience
worse mental and physical health outcomes when
compared to older heterosexual and cisgender people [4].
In particular, older LGBTQIA+ people suffer more from
the signs of depression, anxiety, and loneliness, and
demonstrate a higher risk of suicide [4]. These outcomes
are generally worsened by a lack of social, emotional,
or family support, and exposure to discrimination
throughout their lives.

In light of this extensive historical neglect, it is very difficult
to create formal and informal environments intended to
promote the healthy longevity of older LGBTQIA+ people.
Clearly, there is a need for a paradigm shift, challenging
invisibility and stigma, and advocating that healthy
longevity is possible for LGBTQIA+ people. Thatincludes
adoption of discrimination-free healthcare perspectives
and adjusted interventions (health/social/policy) to
meet their needs. Health inequalities, social stigma
and accelerated ageism often impair successful aging

in this community. Healthcare professionals need to be
sympathetic to these factors to allow for the meaningful
care of the LGBTQIA+ population. This shift is critical given
that psychological and social resilience resources cannot
always offset the impact of the disadvantages, especially
in circumstances of increased adversity as in the case
of the COVID-19 pandemic [5, 6].

In order to meet the specific needs of older LGBTQIA+
people, the impact of healthcare access, social isolation,
loneliness, well-being, health behaviors, quality of life, HIV/
AIDS-related conditions, independence and autonomy, loss
of decision making, life course trajectories, lifelong trauma,
the impact of sexual stigma discrimination, spirituality,
religion and religiosity, cultural/affirmative competence,
and the COVID-19 pandemic on older LGBTQIA+ people
may need to be defined. Examining different generations
in the context of various cultural perspectives and global
initiatives, alongside adopting intersectional approaches
and longitudinal, population, qualitative and innovative
study designs, also seems necessary [7].

Advancing research data in the abovementioned areas
will allow interventions to be guided in a manner adjusted
to the unique needs of older LGBTQIA+ people through
(a) critical models of healthy longevity that challenge
heteronormativity, heterosexism, homophobia, biphobia,
and transphobia, and allow barriers to access to formal and
informal care from psychosocial support structures to be
overcome; (b) the creation of affirmatively positioned
theoretical models to accommodate intersectional and
multilevel resilience-based views aimed at the explicit
validation of older people’'s LGBTQIA+
(c) promoting visibility that prevents older LGBTQIA+

identities;

people from returning to the closet at this stage of life,
giving them voice and dignity; (d) developing appropriate
infrastructure where their needs, values, and wishes
are respected; and (e) providing formal education and
training opportunities for professionals working with
older people on LGBTQIA+ issues and healthy and
dignified longevity [7].

Although the combined effects of agism and sexual
stigma can affect the well-being of older LGBTQIA+
people, there are other factors mediating their healthy
longevity. Some examples of these factors include
resilience, a positive sense and acceptance of their
LGBTQIA+ identity, regular access to sources of social
and emotional support from their families of choice,
disclosure of sexual orientation and/or gender identity,
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and positive levels of self-esteem, self-efficacy and
hope [8]. Thus, it is clear that the ability to transform
adverse experiences into opportunities for personal
growth and resilience may allow life trajectories, as based
on a valid and legitimate meaning of their marginalized
status despite having outlived decades of sexuality-
related stigma, to be redefined.

The physical and mental health needs of older
LGBTQIA+ people also define what can be considered
important for a legitimate understanding of their healthy
longevity. For example, older LGBTQIA+ people with
dementia (usually institutionalized) end up losing their
sense of identity, directly experiencing barriers and
negative attitudes from professionals and often-absent
family members that prevent their holistic inclusion
in society and that act as barriers to receiving competent
care [9]. Similar problems are attributable to physical
health issues such as HIV/AIDS because older HIV-positive
LGBTQIA+ people systematically demonstrate worse
physical and mental health outcomes that are aggravated
by a lack of social support, poverty, and increased lifelong
experiences of victimization [10].

Thus, above all, the healthy longevity of older LGBTQIA+
people should be understood as a right to visibility. An
explicit challenge of such ‘double stigmatization’ (due
to gender and sexual identity as well as ageism) should
be taken into account for any healthcare or policy
interventions meant for them. Inclusion of the voices
of the older LGBTQIA+ population is necessary to the
creation of a safe environment for their healthy ageing.
The concept of healthy ageing does not focus exclusively
on a period when an individual turns older but covers
the changes in lifestyle and influence of environmental
factors throughout a lifetime. The creation of conditions
for healthy longevity of older LGBTQIA+ people requires
the replacement of models that neglect sexual and
gender minorities with multi-level resilience models
that challenge the multiple stigmatizations associated
with the occurrence of health inequalities. Following this
attitude, we will be contributing to the better quality of life
of LGBTQIA+ people worldwide.

Despite the risks and vulnerabilities that LGBTQIA+
people continue to experience, they still can enjoy healthy
longevity if society stops neglecting their unique needs
and challenges and begins to reinforce the adoption
of health-based behaviors that fight social stigma and
ageism. This will improve the ‘positive’ visibility of their

identities and affirmative social connections. Social
networking and social cohesion are powerful tools that
knit a community together, and the LGBTQIA+ population
is no exception in this regard. Healthy longevity for
older LGBTQIA+ people should be considered a global
challenge, prioritizing trust, intersectionality, recognition
of their unique and heterogeneous life paths, and
assessment of the impact of social disadvantages. The
rights of the older LGBTQIA+ population need to be
reflected in national and global conventions, which, in
turn, will influence public perceptions and policies.

To conclude, we all need to attempt to mitigate, reduce
or even eliminate negligent and discriminatory attitudes
and practices that perpetuate sexual stigma and impede
access to dignified and healthy longevity of older LGBTQIA+
people. This will have a significant impact on improving
the quality of life of millions of older LGBTQIA+ people
worldwide, and reduce the barriers and costs associated
with structural disparities in caring for older LGBTQIA+
populations and, indeed, older populations in general.
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ABSTRACT

Kicking off on 1 October with the United Nations' International Day of Older Persons (UNIDOP) and concluding on
10 October in conjunction with World Mental Health Day, the OLDER ADULT MENTAL HEALTH AWARENESS WEEK
was a brand-new ten-day initiative launched by the International Psychogeriatric Association (IPA). It was focused
on raising awareness of the importance of Better Mental Health for Older People with virtual programs from all
around the world on each of these ten days. As part of this Awareness Week, the IPA hosted a discussion entitled
“Mental healthcare services and advocacy for the older people amidst COVID crisis: Voices from South Asia”, organized
on October 6, 2021 in conjunction with the World Psychiatric Association (WPA), Indian Psychiatric Society (IPS),
Indian Association of Geriatric Mental Health (IAGMH), SAARC Psychiatric Federation (SPF), and the Asian Federation
of Psychiatric Associations (AFPA). This is the event report of the same panel discussion which highlights the unique
challenges to old age mental healthcare among the SAARC nations, calls for urgent collaborative action, and focuses
on human rights and dignity-based mental healthcare for older adults in these rapidly ageing countries.
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AHHOTALMA

HEZENA OCBEAOMJIEHHOCTM O MCUXMYECKOM 340POBLE MOXWbIX JIKOAEWN, Hauaswasca 1 okTabps
¢ npogo3rnaweHHoro OOH MexgayHapogHoro gHa noxuabix atogeit (UNIDOP) n 3aBepumBLuasica 10 okTa6ps,
BO BceMWpHbI feHb MCUXMYECKOro 3J0POBbsA, — 3TO HOBas JAecATUAHEBHas WHULUMATMBA, 3anyLleHHas
MexayHapoZHO ncuxorepuatpuyeckor accoymaumeri (IPA). OHa NPOBOAUTCS C MOMOLLIbIO BUPTYasibHbIX NPOrpaMm
BO MHOTMX CTPaHax MMpa 1 HaleneHa Ha NoBbllleHe 0CBeAOMIEHHOCTU O BaXKHOCTU YAyyLLeHNs NCUXUYECKOro
3[0pOBbs MOXUbIX Mto4el. B pamkax Hegenn oceegoMneHHoCTY 6 okTabpsa 2021 r. IPA npoBena ANCKYCCUIO Ha TeMY
«OxpaHa NcnMxmn4yeckoro 340p0OBbs U 3aLUMTa NHTEPeCcoB NOXWAbLIX Jiojeil B yciosuax naHgemmu COVID: nosnums
HOXXHO A31KM», OpPraHN30BaHHYD COBMECTHO CO BceMupHOW ncuxmatpuydeckoit accoumaumein (WPA), VIHANACKM
ncuxmaTpuy4eckm obLectsom (IPS), IHAMINCKOM repOHTONOrMYecko accoLmaLmein ncnxmyeckoro 3g0posbs (IAGMH),
Mcuxmatpuyeckonn pegepaumen CAAPK (SPF) n Asnatckor degepaumert ncuxmatpuyecknx accoumanmii (AFPA). 1o
OT4YeT 06 3KCMEepPTHOWN AUCKYCCUN, B KOTOPOM OCBELLATCH 0CObble NpobaeMbl B 061aCTV OXPaHbl MCUXUYECKOTO
340pOBbs NOXWUAbIX Ntogelt B cTpaHax CAAPK, coaepXmTCs Npu3sbiB K CPOYHBIM COBMECTHbIM AECTBUAM, @ Takxe
yAenseTcs npuctasbHoe BHYMaHMe npasaM YesioBeka U oxpaHe NCUXnYeckoro 30p0oBbs MNOXWUA0ro HaceneHns

B 3TWX 6bICTPO CTApEIOLMX CTPaAHAaX.

Keywords: International Psychogeriatric Association; Indian Psychiatric Society; conferences; older people; South Asia;

mental health services

KnroueBble cnoBa: MexdyHapodHas ncuxozepuampuyeckas accoyuayus; MHAulickoe ncuxuampuyeckoe 06w ecmeo;

KOHpepeHyuu; noxcunsie nr00u; FOXHAs A3Us; CyHbbl OXPaHbI NCUXUYECKO20 300p08bs

THE IPA OLDER ADULT MENTAL HEALTH
AWARENESS WEEK

For more than 40 years, the International Psychogeriatric
Association (IPA) has provided global leadership and
training in the mental wellbeing, mental healthcare, and
rights of older persons. Comprised of multi-disciplinary
members from across the world, the IPA is involved
in education, care, and innovation across various
societal segments enabling healthy ageing, longevity,
participation, and inclusion among older people so that
they can be a vital resource to their families, communities,
and economies.

As a unique initiative this year, the IPA organized the
Older Adult Mental Health Awareness Week, RUNNING
from October 15t (United Nations International Day for
Older Persons) to October 10t (World Mental Health
Day). This ten-day span was made up of daily programs
that witnessed global societies, associations, and leaders
coming together to advocate the promotion of mental
health, mental wellbeing, and successful ageing among
older adults. There was a wide variety of online resources
for older adults and their caregivers on mental health
education, dementia caregiver training, healthy ageing
initiatives, etc., followed by downloadable graphics
and social media promotions. Also, there were video

messages from international dignitaries (including the
World Health Organization Director General), virtual
sessions from delegates worldwide, and a curated list
of books, movies, podcasts, etc., for public awareness as
an attempt to battle stigma and ageism.

VOICES FROM SOUTH ASIA: THE PREMISE

As a part of this special initiative, the IPA organized
a session on October 6t entitled “Mental healthcare
services and advocacy for the older people amidst COVID
crisis: Voices from South Asia”. This program was jointly
coordinated by the World Psychiatric Association
(WPA), the Indian Psychiatric Society (IPS), the Indian
Association of Geriatric Mental Health (IAGMH), the
SAARC Psychiatric Federation (SPF), and the Asian
Federation of Psychiatric Associations (AFPA). This
was the first time that two international psychiatric
associations came together with the regional bodies
of South Asia to discuss and advocate mental healthcare
in older people.

Asia has some of the fastest developing economies
and largest conglomerations of populations in the world.
One such geographically unique region is South Asia,
which accounts for nearly 25% of the global population
and one-fifth of the psychiatric morbidity worldwide.
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This region is also ageing rapidly compared to rest of
the world due to modifications in healthcare facilities,
hygiene, and lifestyle, as well as improved sanitation
and infection control. Further, some of the South Asian
countries have also been amongst the worst-hit by the
COVID-19 pandemic, which has led to an exaggerated
psychosocial crisis among their older populace. Many
of these nations face issues with community psychiatric
care, trained manpower, socio-economic resources,
legislation catering to psychological care, and health
inequalities. However, recent years have also witnessed
a paradigm shift in mental health policies, infrastructure,
and technology among these nations. Climate changes,
migration, displacement, and ecological characteristics
further make South Asia unique in terms of the region’s
mental health needs and challenges.

Participants:
This first-of-its kind discussion was attended by a panel
of global leaders: Dr. Afzal Javed (President, WPA),
Dr. Gautam Saha (President, IPS), Dr. G. Prasad Rao
(President, IAGMH and President Elect, AFPA) as well
as Dr. Sudarshan Narsingh (President, SPF).

It was moderated and organized by Dr. Debanjan
Banerjee (Consultant Geriatric Psychiatrist, India on
behalf of the IPA organizing committee).

The panel discussion was centered around the
following themes:

+ Aglobal perspective on the challenges facing older people
during the ongoing COVID-19 pandemic: Why prioritize?

+ Specific challenges in the mental healthcare of older people
in South Asian countries

+ Role of the various regional psychiatric societies (IPS, IAGMH,
SPF, AFPA) in dealing with this problem statement

* Rights and dignity-based mental healthcare in older people
during the COVID-19 pandemic: lessons learnt in these
nations

+ Role of the WPA in coordinating with the regional societies
for the betterment of promotive, preventive, curative, and
rehabilitative mental health services for older people

+ Cross-nation collaboration and evidence-based
interventions: future directions

SETTING THE DISCUSSION IN CONTEXT

Dr. Banerjee kickstarted the session by setting the premise.
The South Asian region is facing rapid population ageing,
which has strategic implications. Aging populations present
a plethora of challenges with regard to the economy,
societies, and governments. It can slow financial growth,
leading to inequality and poverty among older people

with unequal intergenerational wealth transfer. This can
be further compounded by labor market inefficiencies,

a shift of dependency ratio, and unsustainable pensions.
Such socio-economic and demographic challenges have
been reflected in the recent Longitudinal Aging Study
of India (LASI), the first of its kind, modelled on the
classic Health and Retirement Study. The first-wave data
(2017-2018) not only reveals an increase in depression,
anxiety, and neurocognitive disorders but also decreased
social participation, reduces perceived life satisfaction,
results in financial crisis in the older population, and
inadequate awareness about the limited policies and
social schemes geared towards their welfare. These
factors become all the more relevant in the psychosocial
care of older people, as this World Mental Health Day
2021 was themed “Mental Health in an unequal world” by
the World Federation for Mental Health (WFMH).

Dr. Javed summarized the existing evidence that older
people face biopsychosocial vulnerabilities and existential
threats during the COVID-19 pandemic. Further, the risk
of increased morbidity and mortality due to the infection,
the direct neuropsychiatric effects of the virus, and
increased propensity for ‘long COVID', and other specific
challenges are highlighted in Table 1.

The WPA has always been on the forefront of advocating
for older person’s rights and person-centered mental
healthcare. The WPA Section of Old Age Psychiatry
(WPA-SOAP), presently led by Dr. Carlos Augusto de
Mendonca Lima, has been phenomenal in terms of its
work towards elder abuse prevention, fighting ageist
attitudes, encouraging inclusion among people living
with dementia, and caregiver education, all of which have
become even more relevant during the pandemic. Several
researchers across the world, including members of WPA-
SOAP, the International Longevity Centre (ILC), Canada,
and IPA have contributed to the recently published
Special Issue of the American Journal of Geriatric
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Table 1. Unique challenges among older people during the COVID-19 pandemic

Medical

Psychosocial

Chronic physical illnesses

Risk of elder abuse

Pulmonary comorbidities

Loneliness and social isolation

Multiple hospital visits/stays

Existential threats

Frailty

Grief and bereavement

Polypharmacy

Ageism

Gait and mobility concerns

Lack of domestic help and social support

Sensory and cognitive deficits

Reduced independence

Prone to misinformation

Vulnerable groups: women, migrant workers, frontliners, lower socio-economic status, sexual minorities, etc.

Psychiatry, entitled “Combating Ageism, Mentalism and
Ableism: It's time for a United Nations Convention on the
Human Rights of Older Persons”. It specifically focused on
human rights, dignity, ageism, and discrimination in older
adult mental healthcare.

Dr. Javed also gave a reminder of the Consensus
Statement on Ethics and Capacity in older people with
mental disorders developed by the WPA-SOAP in 2008.
This offers clinicians, allied professionals, and the general
public a constructive yet practical framework for upholding
the ethical needs and standards of older people living
with mental ilinesses. However, the implementation and
awareness in many low- and middle-income countries
(LMIC) remain a real world challenge.

Dr. Sudarshan Narsingh concurred that Nepal has
beenravaged by both the waves of COVID-19 and has a dire
need for specialist old age mental healthcare services.
Overall, the country’s mental health manpower is itself
grossly inadequate and strengthening primary healthcare
services and psychological first aid in psychogeriatric
care would represent a first right step in many South
Asian nations. The inequalities in older persons have
been further widened by COVID. He further stressed the
need for individual-based care and treatment, dementia
prevention and memory clinics, culturally relevant
cognitive assessments, a wider range of geriatric services,
coordinated training in mental healthcare among older
persons, home-based and institutional services, as well
as appropriate caregiver education.

Dr. Saha and Dr. Prasad Rao reflected on the various
activities organized by the IPS and IAGMH during
COVID-19. The IPS has published several manuals

(check key references) for psychiatric management,
the mental healthcare of general physicians, and the
wellbeing of older people in coordination with the
National Institute of Mental Health and Neurosciences
(NIMHANS), Bangalore, and the Ministry of Health and
Family Welfare (MoHFw), Government of India. Besides,
the landmark Telepsychiatry and Tele-psychotherapy
guidelines have recently been jointly released by the IPS
and NIMHANS, Bangalore, which marks a paradigm shift
towards the “new normal” of mental healthcare services
during and post-COVID. Tele services are especially
relevant for older people in more ways than one, and
help in the coverage of wider and remote areas which do
not have adequate specialist care. A special IPA Bulletin
Issue: Telehealth is dedicated to highlighting global
research on digital services in geriatric mental healthcare.
However, the implementation, connectivity, and ethical
issues still remain a significant challenge, with further
training needed among practicing psychiatrists. Also, due
to sensory and cognitive deficits, risk of abuse, increased
dependency, and poor digital literacy, telecare services
also need to be optimized and tailored for older people.

The IPS and IAGMH have coordinated several
postgraduate courses on geriatric psychiatry covering
dementia, severe and common mental health disorders,
grief and loneliness in older people, and psychotherapy
in this population. Three-year comprehensive postdoctoral
(Doctorate of Medicine) courses already exist in two apex
Indian institutes and many more are in the pipeline. This
discussion also brought about the need to include human
rights, end-of-life, social cohesion, and forensic issues,
and preventive aspects in the mental healthcare of older
people. Community-based care is the need of the hour,

Consortium Psychiatricum | 2022 | Volume3 | Issue 1

95



and all the panelists concurred that “geriatric psychiatry
cannot be practiced in a room”.

ACTION AREAS IN THE MENTAL HEALTHCARE

OF OLDER PEOPLE IN SOUTH ASIA

The central themes of the session were the need to
implement psychiatric training (inclusive of models of
old-age mental healthcare) in undergraduate (MBBS)
curricula, community education, and the role of the
media in preventing what is currently widely prevalent
ageism and, finally, a concerted effort from all the South
Asian nations to conduct a systematic survey to explore
the post-COVID state of affairs in terms of psychiatric
morbidity in older people, their unmet needs, mental
healthcare services available, and social service utilization.
This will serve as a framework to set up a ground-reality
of mental healthcare for older people in these nations,
which will in turn enable the development of evidence-
based clinical and community interventions. This will also
strengthen constructive dialogue with policymakers about
the resources and support necessary to promote mental
wellbeing among older persons. HelpAge India has very
recently published their report “COVID-19 and the elderly:
The silent tormentor” which reveals a concerning rise
of abuse, decreased self-perceived health status, reduced
priority for vaccination, low rates of digital literacy, and
ageism. Similar core evidence will form the roadmap
of both undergraduate and postgraduate training, as well
as policy interventions in all the countries. Further cross-
nation collaboration is imperative, and Dr. Javed gave the

assurance that the WPA will always serve as an encouraging
guide for all endeavors related to mental healthcare. The
various areas of collaboration are highlighted in Table 2.

Telepsychiatric tools need to be utilized to train
primary care physicians, grassroot-level health workers,
and community health workers, who essentially
form the backbone of any nation’s mental health
infrastructure.

National mental health policies are present in only
four countries: India, Nepal, Bhutan, and Pakistan.
However, many of these need community integration,
amendment, and implementation. Also, related mental
health programs that are sensitive to the needs of older
people are mandatory. The recently revamped Mental
HealthCare Act 2017 (MHCA) passed by India is largely
based on the United Nations Convention on Rights for
People with Disabilities (UNCRPD), and could serve as
alearning anchor for other nations in South Asia, although
Dr. Saha and Dr. Prasad Rao both cautioned that the Act
is still far from older people-friendly and needs to be
further revised to be fully geared toward addressing their
wellbeing and needs. Dr. Banerjee added that qualitative
interpretative studies are highly valuable in this regard as
“lived experiences”, and the unheard voices of the service
user older people and their families need to form part
of both services and policy decisions.

Centralization of mental health delivery systems has
been a major drawback in many of these nations, which
are now slowly transiting to the community. This is relevant
to older people who have been further segregated,

Table 2. Areas discussed for improving mental healthcare for older people under the guidance of the WPA

+ Context-specific standard ethical guidelines for capacity assessment

+ Community-based mental healthcare models for older people

+ Mental health education: involvement of community and the media

+ Memory clinics with the help of regional resources (ex: ARDSI)

+ Rehabilitation and training subspecialty in old age psychiatry

+ Educational content, pedagogy resources, training fellowships for MHP

+ Composite UG and PG curriculum inclusion related to old age mental healthcare

+ Regional priorities for research, epidemiology of old age mental health concerns, evidence-based interventions
+ Cross-nation collaboration and research funds

+ Integration of primary-tertiary mental healthcare

+ National mental health programs and policies: tailored to the needs of older people
* NGO collaborations

+ Optimizing telepsychiatric services and dementia care

+ Legal framework for battling ageism and elder abuse

+ Rights-based (as opposed to symptom-based) old-age mental healthcare

+ Inclusion of lived experiences (service users) in service and policy

Note: ARDSI: Alzheimer's and related Disorders Society of India; MHP: mental health professionals; UG: undergraduate;

PG: postgraduate; NGO: non-governmental organizations.
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isolated, and lonely due to the pandemic, social distancing,
and poor digital literacy. Hence, improving awareness,
autonomy, independence, equality, and literacy among
older people are key to making the mental healthcare
in these nations more friendly towards them.

Resonating the words of Dr. Trivedi and colleagues
in their paper in World Psychiatry (2007), the panelists
came to the consensus that:

“The organization and coordination of the above-
mentioned array of activities related to the development
of mental health services need a focal point. Therefore,
it is very much appropriate at this juncture to establish
an institution which could be developed to be a center
of excellence on mental health in the SAARC region.”

Editorial comment:

This Conference report has been published in the IPA Bulletin Volume 38,
No. 4 (December 2021). It is a non-indexed digital news bulletin for the
IPA (only open to IPA members).

Copyright rests with the authors.

Link to the program: https://awarenessweek.ipa-online.org/
resources/2021/6-october/6-october-voices-from-south-asia
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Outpatient Services for People
with Mental Disorders in the Kyrgyz
Republic: What Is Next?
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ABSTRACT

The outpatient care service for patients with mental disorders in the Kyrgyz Republic is currently experiencing various
difficulties. These are largely due to a number of organizational and socio-economic problems at the state level.
Treatment of patients with mental disorders is still provided in state mental health centres, while psychosocial services
at the community level are only now beginning to be developed. This article describes the directions of mental health
care, as well as ongoing efforts to provide outpatient care for people with mental disorders. The actions of a few prolific
nongovernmental organizations (NGOs) are proving insufficient to meet the needs of patients. There is currently
a gradual and visible movement toward the development of the private sector in the field of mental healthcare.
In order to overcome organizational difficulties, support from government structures and certain initiatives to create
legislative grounds are needed.

AHHOTALU VA

Cnyxx6a BHEHGONbHNYHOM MOMOLLM MaumeHTaM € NCUXMYeckuMn pacctporictBamu B Kbiprbisckoli Pecnybnivke
MCMbITbIBaeT onpejesieHHble CIOXHOCTU. 9TO BO MHOTOM 06BbACHAETCH PAAOM OpPraHM3aLMOHHbIX 1 COLManbHO-
3KOHOMMYECKMX MPOo6aeM Ha rocysapcTBEHHOM ypOBHe. JleyeHne naumeHToB C NCUXUYECKUMU paccTpoicTBaMu
Mo-npexHemy OCyLLeCTBNSETCH B rOCyAapPCTBEHHbIX LIEHTPAaX NCUXMNYECKOro 340P0BbS, TOrAa Kak NcuxocoumasbHble
YCAYrvi Ha ypOBHEe COOBLLIECTB TO/IbKO HaUMHAKOT pa3BmnBaThCs. B cTaTbe onuncbiBaoTCs HanpaBaeHus pa3sBuTis chepbl
OXpaHbl NCUXNYECKOr0 340POBbS, a TakKe NpeanpuH1UMaeMble yCUANS No NPeAoCTaBNeHNI0 BHEOOTbHNYHO MOMOLLN
JIOAAM C NCUXNYECKUMIW PaCcCTPOCTBaMU. [eACTBMA HECKOTbKUX MI0A0TBOPHO PaboTatoLLMX HENPaBUTENbCTBEHHbIX
opraHmsaunii (HMNO) HegocTaToOUHbI A5 YA0BAETBOPEHNS NoTpebHoCTen naymeHToB. HabntogaeTcs nocteneHHoe
1 3aMeTHOe /JBVXeHVe B CTOPOHY Pa3BUTUSA YacTHOro cekTopa B cdepe oxpaHbl NCUXMYECKOro 340poBbs. s
NpeosoNeHNs OpraHn3aunoHHbIX TPYAHOCTE HeobxoAMMa NMOALEPXKKA CO CTOPOHbI FOCYAAPCTBEHHbLIX CTPYKTYP
1 onpegeneHHble MHNLMATVBbI MO CO34aHUI0 3aKOHOAaTenbHOM 6asbl.

Keywords: mental health; the Kyrgyz Republic; outpatient services, multidisciplinary teams; community-based NGOs
KnroueBble cnoBa: ncuxuyeckoe 300posse; Kvipabi3ckas Pecnybauka; 8He60/n6HUYHAS NOMOUb,
MyAbmuouCyuUNAUHApHbIe KOMaHObI, HIMO; 8He601bHUYHAA NOMOWb
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BACKGROUND: PSYCHIATRIC CARE

IN THE KYRGYZ REPUBLIC

The Kyrgyz Republic gained its independence from the
Soviet Union in 1991, which on one hand led to a national
identity crisis [1], and on the other ruined a large number
of the establishments that had previously been built [2].
Although the reports by various international organizations
described the Soviet healthcare system as “inefficient and
over-centralized” [3], there was nevertheless a functioning
network of outpatient services that provided regular
medical examinations, well-functioning therapeutic
workshops (occupational therapy), and home visits to
patients with mental disorders.

During the Soviet period, outpatient services for
patients with mental disorders operated according to
the so-called territorial principle. A doctor and a nurse
were assigned to each district of a town or village. The
latter was obliged to visit patients discharged from
hospital once a week, and, if necessary (for example,
should their condition worsen), invite them to see
a doctor who might, in turn, make changes to their
therapy if needed. As a legacy of the Soviet system, the
contemporary Kyrgyz Mental Health Service maintains
a centralized treatment system for patients with mental
disorders; this, however, results in the stigma of both
psychiatric institutions and psychiatrists as professionals,
but now without the territorial principle of service
provision. A patient's application for help is either initiated
by relatives (the more frequently used option), or by the
patient themselves.

According to official
committee of the National Centre for Mental Health

data from the statistical

(NCMH), the incidence of mental disorders in Kyrgyz
Republic is 48.1 of new registered cases per 100,000
of the population. By the end of 2021, the NCMH had
treated 3,182 patients, 18% of whom presented with
schizophrenia and schizoaffective disorders, 21% with
mood disorders (including mild depressive disorders), and
17% with anxiety and traumatic stress disorders. Patients
with dementia and delirium are more likely to remain
at home, especially in rural areas, as cultural traditions
discourage taking an elderly relative to a psychiatrist.
The high proportion of patients with mental disabilities
and mental retardation (33%) among those admitted
to hospital for either diagnosis or forensic examination
reflects the image of mental disorders in traditional
society. To date, residents of rural areas do not consider

a person to have a mental disorder if “he/she can
speak normally”. Statistics on the prevalence of mental
disorders remain unavailable, as patients who seek help
at private psychological centres are not recorded in the
national statistical system.

There are 153 psychiatrists working in the country that
has a total population of 6,636,000 [4]. The availability
of psychiatrists by region ranges from one to two per
100,000 inhabitants. The number of psychiatrists working
solely in outpatient services in the Kyrgyz Republic
decreased from 250 in 2001 to 80 in 2020 against the
backdrop of the consequent reduction in psychiatric
beds from 2,500 to 1,425 [5]. Day clinics are territorially
attached to hospitals, and are typically used for subacute
treatment and the selection of supportive treatment
for patients who had previously been in acute psychosis
wards. Along with the decrease in the number of highly
professional specialists, the incidence of mental disorders
remains essentially unchanged.

In many districts, there are no psychiatrists and the
budgets for such specialists are typically allocated
to other doctors available in the particular region
in question. It should also be noted that the number
of early career psychiatrists has been decreasing over the
last 20 years, and the average age of psychiatrists is now
50-55, i.e., most psychiatrists are of preretirement
age. The Kyrgyz Republic is still experiencing a lack of
well-trained psychiatrists, despite the medical academy in
the capital, Bishkek, and two state medical departments
in both Bishkek and Osh, which in themselves should
be sufficient for a small country. All primary care
practitioners, whether trained or otherwise, are
responsible for frontline diagnosis, treatment, and
prevention of mental disorders, and are entirely funded
by the mandatory health insurance fund. In 2020,
this payment amounted to 3.2% of the total mental
healthcare budget [6].

Itis challenging to assess the number of psychologists in
the country because there is no professional licensing
system in place. A limited number of the private
psychological centres function independently and
without proper legislative grounding, often not following
evidence-based service standards.

The NCMH is still the largest organization to provide
mental health services. It has twelve wards, including
a day hospital and two wards for psychosomatic
disorders. The main wards are the acute psychosis wards
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that provide care for patients with moderate to severe
mental disorders. Should a patient's condition improve,
they are transferred to a day hospital for further
treatment or otherwise discharged. One of the wards is
an outpatient clinic and, according to patient feedback,
is the best in the country, being part of the NCMH.
It is believed that the best specialists are concentrated
in the Centre, where clinicians constantly undergo
advanced training.

Two departments at the NCMH accept patients with
common mental disorders. Patients with mood disorders,
anxiety disorders, obsessive compulsive disorder and
certain eating disorders are voluntarily hospitalized in
an inpatient setting, while receiving mainly medication
therapy. With a caseload of 15-30 people per clinician,
there is essentially no time for psychotherapeutic work.
Patients with suicidal tendencies are referred to acute
psychosis wards, regardless the diagnosis they may
have received. It is quite clear that a stay in hospital
for a patient with a panic disorder is unlikely to help,
just as it is unlikely to help a patient with a generalized
anxiety disorder [7].

Reforms and programmes for supporting

the mental health care system

None of the three public health reforms, “Manas”,
“Manas Taalimi”, and “Den Sooluk”, addressed the needs
of patients with mental disorders [8], and not only
failed to reduce the cost of treatment for patients with
somatic disorders as intended, but ultimately actually
increased them.

In 2001, the National Programme “Mental Health
of the Population of the Kyrgyz Republic for 2001-2010"
was approved by the government [9]. One of the key
directives of this programme was the “enhancement
of the network of day-care clinics and involvement
of primary care physicians in the activities of the mental
health service” [9]. Although not all the goals of the
Programme were achieved, substantial efforts were
invested in the training of primary care physicians for
the diagnostics of mental disorders.

Ideally, such specialists would screen patients for
symptoms of mental disorders and, if necessary, refer
them to a psychotherapist for further outpatient
treatment. At the same time, primary care physicians
were allowed to prescribe medication and treat anxiety
and mood disorders. In practice, patients with mild

symptoms continued to be observed by primary care
physicians, while those with manifest mental disorders
were referred to hospital by the community health centre
psychiatrist (poliklinika). Thus, whilst out-of-hospital care
for patients with mental disorders looked highly effective
on paper, in practice the NCMH in most cases turned
out to be the primary level care for patients with mental
disorders, rather than the tertiary level, as it was originally
designed to be [10].

The decentralization of psychiatric services and the
transfer of certain diagnostic and therapeutic services
to primary care physicians seemed to be beneficial,
provided there was good associated funding and that
the number of doctors in the field remained essentially
stable. In reality, doctors acquired an increased workload
without a concomitant increase in salary. The mass
exodus of qualified specialists from the profession
practically negated the World Health Organization's
(WHO) efforts to train therapists in the diagnostics and
treatment of mild mental disorders, predominantly
those of a depressive nature or on the anxiety
spectrum. Medications were often prescribed in an
uncontrolled manner by undertrained primary care
practitioners, frequently violating treatment regimens
and therapeutic doses.

This situation persisted until 2018 when the following
national the “Mental Health of the
Population of the Kyrgyz Republic for 2018-2030", was
accepted [11]. The Programme promised the provision

Programme,

of qualified, comprehensive, integrated, and responsive
mental health and social care at the community level
that followed evidence-based approaches.

The implementation of the Programme has already
faced a number of significant challenges since 2018,
such as a lack of financial support from the government,
the persistent migration of well-trained specialists
to other countries, and a lack of cooperation between
ministries. Some mental health care branches have
practically disappeared during this time; for example,
there is currently only a limited number of specialists
in child psychiatry in the country [12]. Moreover, primary
care physicians must now deal not only with eligible
patients but, additionally, with a range of other patients
with more severe mental disorders. The increased
workload has led to even more specialists leaving
the profession, causing another wave of migration
of qualified clinicians [13].
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THE CURRENT STATE OF OUTPATIENT CARE

FOR PATIENTS WITH MENTAL DISORDERS

IN THE KYRGYZ REPUBLIC

Outpatient care for people with mental disorders is
essential to the prevention of relapse in the longer
term [14]. The currentissues with the outpatient services
in the Kyrgyz Republic are the result of a long history of
problems across the entire health care system during
the post-Soviet period. At the same time, the current
mental health care system is the direct descendent
of the Soviet psychiatric system. After some years of
relatively stable functioning, as fuelled by the remnants of
Soviet resources and infrastructure, the mental health
care system started to rapidly deteriorate, resulting
in the outright neglect of outpatient care on the part
of the state. Mental health services are currently funded
based on the “residual budget”, which totals about 4%
of overall expenditure on health care [15]. Hospitalization
is considered the key means of the treatment of patients
with mental disorders, even mild ones, and predictably
such an illness is highly stigmatized.

There are almost no barriers to establishing a private
practice or a mental health centre in the country, except for
registering the business with the state fiscal authorities.
At the state level, the concept of outpatient mental health
services is practically lacking; there are no corresponding
laws or regulations, no requirements regarding the
professional qualifications of individual psychologists,
thus no standards for university programmes based on
licensure requirements, and, finally, no requirements for
mental health clinics. This has led to poorly formulated
requirements for educational organizations, such as
degree and certification programmes in the universities.
It has also resulted in the growth of educational centres
that declare that they can prepare psychologists or
counsellors for practice.

From 1996 to 2005, traditional healers and religious
figures became extremely popular in the Kyrgyz Republic,
essentially replacing psychiatrists and psychotherapists
in the outlying regions of the country [16]. These
practices were controlled during the Soviet period with
some relative success, but which led to an exacerbated
interest in these types of services after the collapse
of the USSR. Private initiatives in the mental health
sphere became essentially absent for several reasons:
the sudden decrease of the population’s average income
in the 1990s after the break-up of the USSR, the absence

of a private insurance system, and the poor preparation
of diverse mental health professionals (with the exception
of psychiatrists). Similar issues were present in other
areas of health care in the Kyrgyz Republic, which survived
either at the expense of pharmaceutical companies or by
attracting international donors [16].

Another outpatient services being
underdeveloped and of low quality in the country is the

reason for

lack of appropriate legislative attention to the issues
of mental health, private services, and the education
of mental health professionals, amongst other things. To
date, the 1999 “Law of the Kyrgyz Republic on psychiatric
care and guaranteeing the rights of persons receiving
such care”, signed by the first President of the Kyrgyz
Republic and enacted by the Legislative assembly of the
Kyrgyz Republic on 25 May 1999, remains the only
document defining the key aspects of mental health
care in the country [17]. Amendments to this law were
introduced in 2017, but the key provisions of the law
remain unchanged. According to the law, outpatient
psychiatric care for a person suffering from a mental
disorder, depending on medical indications, should be
provided in the form of consultative care or dispensary
observation. In the latest amendments to the law, dated
20 February 2017, this paragraph was left unchanged,
and other forms of outpatient care were entirely ignored.
When comparing the laws on psychiatric care in other
Central Asian republics such as Kazakhstan, Uzbekistan,
and Tajikistan, one can see that the associated legislations
are largely identical. The differences concern “involuntary
dispensary observation”, which is mandatory for the
former patients of mental health centres, a clause that
is absent in the law of the Kyrgyz Republic.

Community-based mental health services

Despite the many obvious difficulties, there have been
several important positive developments regarding
a better outpatient care system in the country. One such
is the rapidly growing number of non-governmental
organizations (NGOs), who are, in fact, the main
motivators behind the reform. Multiple NGOs, funded by
international donors, are working productively to organize
multidisciplinary teams (MDTs) on a community-based level.
Twelve MDTs have already been organized to provide
community-based outpatient mental health services [18].
Such teams are currently working successfully in several
of the country's major cities. Each team includes
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a psychiatrist, a psychologist, a home care worker, and
a nurse. Such teams provide care to patients through
regular home visits. Having a psychiatrist, a psychologist,
a home care worker, and a nurse on the team makes
it possible to optimize the processes of diagnosis
and treatment, to conduct highly accurate integrative
assessments of patients’ conditions, and to offer a wide
range of associated services. Such a multidisciplinary
approach allows the interdepartmental barriers that arise
to be successfully overcome. Community-based MDTs
that provide assertive care directly contribute to
a significant reduction in the number of cases and
the duration of hospitalizations, resulting in longer
at-home periods even among patients requiring multiple
hospitalizations. Outpatient services, as provided by
MDTs, improve patients’ quality of life, alleviate
symptoms, and increase social functioning. The mobile
team'’s aim is to integrate patients into society, provide
them with problem-solving skills, support them in taking
responsibility, and train family members. The only
downside of this system is that it is not state-funded,
and the sustainability of this productive initiative may
be somewhat questionable. Additionally, the manner
in which a team is composed makes clients more
vulnerable in terms of the ethics of care, such as the
collection and storage of information within the team
and between the specialists.

Outpatient rehabilitation programmes developed by
the NGO “Family and society” aim to support patients
in need of mental health care to live independently and
with a minimum of medical intervention. Several projects
for people with serious mental disorders are currently
being carried out by international NGOs with the support
of the Soros Foundation Kyrgyzstan, the Mental Health
Initiative of the Open Society Institute, and the European
Department of Caritas. Within the NMHC, a mobile team
provides home care for mental health patients who are
unable or unwilling to leave their homes. The recent
increase in interest in the WHO's Mental Health Gap
Action Programme (mhGAP) and its implementation
demonstrates the region’s willingness to reduce the
treatment gap using evidence-based interventions, with
workshops that were held across Kyrgyzstan in 2019.

Some of the types of sociopsychological services for
outpatients that are more or less fulfilled by private
initiatives and international organizations include services
for the most vulnerable population groups: children with

special needs, children in the foster care system, older
adults (especially those who reside alone or have certain
disabilities), female victims of violence, and members
of the LGBTQ+ (lesbian, gay, bisexual, transgender,
and queer) community. Many of these initiatives have
been highly successful and sustainable, providing
high-quality outpatient care and engaging qualified
clinicians and experts.

Private psychological centres

In general, the situation with private psychological
centres in the Kyrgyz Republic is rather ambiguous. Such
centres can emerge and disappear rather randomly,
as do privately practising psychologists. The private
psychological counselling centres, on the one hand, are
gradually replacing traditional inpatient care for patients
with anxiety and stress-related disorders, but work in an
unsupervised and unregulated manner on the other.
The absence of a system of control, such as licensure
requirements and a professional organization, has led
to anincrease in the number of self-defined psychologists
or counsellors, who often practice without formal
education in counselling or psychology, and who may
harm patients in various ways. Some attempts to control
this sector are being undertaken by individual activists
from among the ranks of professional psychologists, who
suggest that a professional association be established and
suggest a move towards licensure for mental health care
professionals. The proposal to adopt the Code of Ethics
for Psychologists in Kyrgyz Republic was one such
initiative which, whilst it has not been officially approved,
is nevertheless widely used by professionals [19].

With only a few exceptions, the growth in the
number of psychological centres and private practising
psychologists should be viewed as a positive trend in the
development of outpatient services.

Outpatient care for children

in the Kyrgyz Republic

As for inpatient services for children, adolescents, and
adults with autism and intellectual disabilities, which
is defined as the medical and nursing care provided
in hospital, these are in fact not available in the Kyrgyz
Republic, and indeed see little demand from the general
population. To undergo an assessment procedure and to
receive a diagnosis, parents are often required to leave
their children by themselves in the NCMH clinic for two
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weeks. The majority of parents naturally refuse to leave
their children unattended in a psychiatric hospital, but
the system is not very flexible with regard to this issue.
Moreover, the assessment tools available at the NCMH
are outdated and may not provide comprehensive
developmental psychological and psychiatric assessments,
even during two weeks of observation.

The situation with the public outpatient care for
children is even poorer. In general, outpatient care should
include a diagnostic, an assessment, and individualized
treatment options matched to the intellectual and
emotional developmental level of a child, as well as
pharmacotherapy, family therapy, or parent training,
and educational support for children with special needs.
Parents can receive assistance from the state in the form
of child psychiatrists and neurologists who provide
a diagnosis and pharmacotherapy plan, and from the
Psychological Medical Pedagogical Commission (PMPC)
in terms of providing children with access to a special
or inclusive education [20].

The main challenges to identifying developmental
disorders correctly are associated with the lack
of specialists trained in the diagnosis of autism or
intelligence assessment and a lack of standardized
up-to-date diagnostic instruments.

The quality of support in accessing educational goals
provided by the PMPC is also questionable. In spite of the
factthat many international organizations, in particular the
European Union, supported the development of PMPCs
by establishing commissions in seven regions and training
72 specialists in assessment [21], these institutions still
lack the human, financial, and methodological resources
to support children with autism, intellectual, or indeed
other disabilities. Furthermore, apparently only two
PMPCs in the country work throughout the year, while
the remaining 16 do not practice on a regular basis but
are rather organized once every six months, mainly
to make the decision as to whether a child is eligible
for special or regular education, meaning that there
is basically no time to conduct an assessment and provide
treatment [22]. Moreover, in outlying regions PMPC
members are usually lacking in professional education
and do not have the skills or qualifications to perform
an assessment. Finally, most of the training funded
by international organizations is focused on teaching
what disability is, the principles and basics of inclusive
education, and the United Nations convention of the

rights of the child, but does not provide solid training
on assessment and the contemporary instrument for
assessment and programming early intervention.

At the same time, various new initiatives have been
initiated to improve the wellbeing of children with
special needs, organized mainly by NGOs, similar to the
situation with other mental health patients. For the last
decade we have observed a tendency for parent-led
organizations to take over state responsibilities and
attempt to shift the model of disability from a medical
to a social one. Representatives of parent associations
encourage parents to minimize medical treatment
and instead turn to educational approaches and
evidence-based interventions. In the majority of cases,
these organizations are founded by prominent and
devoted families that completely change their lives
to serve children with special needs.

Besides providing outpatient services for children
in terms of assessment, diagnosis, programming, and
therapy, NGOs are instigating the development of policy
documents related to the rights of children with special
needs, training family doctors to screen for symptoms
of autism, collaborating with child psychiatrists and
neurologists, and attracting international donors in the
attempt to develop a system of early interventions not
only in Bishkek but also in other regions of Kyrgyzstan.
Although such initiatives can have a tremendous effect
on the lives of children with special needs, their services
remain too expensive for many families, are not fully
available in the regions, and may lack professionals
trained in assessment and evidence-based treatment.

CONCLUSION: WHAT IS NEXT?

Outpatient care in the Kyrgyz Republic is still disconnected
from in-hospital treatment and is insufficient both at the
conceptual and the practical levels. There is a visible lack
of legislature on community mental health care and
psychosocial care, in contrast with psychiatric inpatient
care, where clear legislation and national programmes
exist and, indeed, are regularly updated. The outpatient
care initiatives in the country, both public and private, are
mostly disconnected from inpatient treatment and public
psychiatric services, resulting in a fragmented system
of care in the country. A similar situation exists in many
post-Soviet Central Asian countries, where mental care
is psychiatry-centred and considerably underdeveloped
compared to Western countries with regard to other
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mental health specialities such as psychologists and social
workers [6]. Currently, such professions as social workers
and psychologists are undervalued and underfunded,
resulting in poor-quality services and an imbalance
in care in favour of inpatient services. Cases of continuous
outpatient care for patients with mental disorders are still
the exception rather than the rule. Community psychiatry
and psychosocial care is just beginning to develop,
and the creation of multidisciplinary teams providing
patient care at home is certainly encouraging, but the
sustainability of existing initiatives remains questionable.

Perspectives of the development of innovative methods
of mental health care are associated with the educational,
clinical, and research programmes of the NCMH, the
largest professional institution in the Kyrgyz Republic.

The key actions that could currently be taken that
should result in a better quality of outpatient care must
include the following:

+ development of the legislature that would provide
the framework for the mental health services as well
as defining the governmental position on the issues
of public mental health;

+ active steps by the professional community towards
the creation and development of professional
associations and other organizations that would
take responsibility for the quality control processes;

+ and the active position of universities that could
prioritize the research and community service
initiatives that influence long-term strategies in
the development and popularization of mental
health services.

Only the provision of the appropriate legislative
grounds, developed in close collaboration with the
professional community, would pave the way to better
quality and more diverse services. Finally, a more
articulated and proactive position on the part of the
government regarding issues relating to the mental
health care system, and the initiatives to provide better
legislative grounds, will promote appropriate outpatient
care in the near future.
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SPECIAL ARTICLE

Community-Based Mental Health
Services in Azerbaijan:
a Course Toward Development

Pa3BuTne BHe60/IbHUYHOM NCUXMATpUYeckon cnyxbbl AsepbanparkaHa
doi: 10.17816/CP141
Short Communication

| Fuad Ismayilov | dyap Ucmannos
Azerbaijan Medical University, AsepbalioxcaHckuli meduyuHckul yHusepcumem,
Baku, Azerbaijan baky, AzepbalioxcaH

ABSTRACT

Community mental health care in Azerbaijan was established in 2011 in the line with the country’s mental health reform.
The main directions of the reform, as described in the National Mental Health Strategy, were deinstitutionalization,
improving quality of care, integration of mental health into primary healthcare, and implementation of modern
community-based services. Over the last decade, the number of beds in psychiatric hospitals has significantly
decreased, and many psychiatrists and psychiatric nurses have been transferred to primary care facilities. At the
same time, programs focusing on comprehensive care have been implemented in different regions of the country.

Community mental health services currently employ various kinds of mental health professional including
psychiatrists, clinical psychologists, social workers, occupational therapists, and nurses to ensure a multidisciplinary
approach to care provision. Team-based care may focus on crisis resolution, psychosocial rehabilitation, case
management, family support, and early intervention for psychosis.

Among the barriers preventing development of community mental health services, one should note, in particular,
stigma belittling the priority of mental healthcare, uncertainty in distribution of authority between the Ministry of Health
and the State Agency for Mandatory Health Insurance, and a general scarcity of human resources, especially in the
rural regions. Nevertheless, the mental health care in Azerbaijan is continuing its transition from an institutional
model to community-based services.

AHHOTALMA

BHebonbHNYHasA cnyxba Ncnxm4eckoro 340poBbs AsepbaiigkaHa bbina co3ganbl B 2011 r. B pamkax pepopMbl CUCTEMbI
3/JpaBOOXPaHeHVs B 061aCTV NCUXMATPUN. OCHOBHBIMY LiefsiMi pepopMbl, Kak OHM onmncaHbl B HaupoHansHo Ctpaternm
Mo NCUXMYECKOMY 30POBbIO, ABASNNCL AEVNHCTUTYIN3aLIMS, MOBbILLEHEe KayeCTBa MOMOLLM, MHTerpaumsa NcuxmaTpum
B CICTEMY NEPBUYHOIO 3BEHA 3PaBOOXPAHEHVIS 1 BHEAPEHVIE COBPEMEHHbIX BHEOONbHNYHBIX GOPM MOMOLLM. 3a NocnesHee
AecaTuneTe 6bl10 3HAUYNTEIbHO COKPALLIEHO YMCIO0 KOeK B NMCUXMATPUYECKMX BObHULAX U MHOTWE Bpayn-NcnuxmaTpbl
N NcXnaTpryeckne MeAcecTpbl 6b1 NepeBeseHbl B yUpexAeHNs MepBUYHOro 3BeHa 34paBooxpaHeHns. O4HOBPeMeHHO
B Pa3/INYHbIX PETMOHAX CTPaHbl CTanu BHeAPATHCS MNPOrpamMMbl KOMIIEKCHON MOMOLLIM AN B3POC/bIX U AeTeiA.

Ha ceroHALWHNIA feHb BHEGONBHUYHbIE CYXX6bI MCUXMYECKOTO 30P0BbSA 334eiCTBYIOT Pa3NNYHbIX CMELMannCTOB,
BK/IHOYAsA MCUXNATPOB, KIMHUYECKUX MCUXONIOr0oB, COLMAanbHbIX PaboTHMKOB, CNeLManmcToB No peabuamtaumm
N MejcecTep AN peanvsaumn MynbTUANCLUUNANHAPHOIO KOMAaHAHOMO MOoAXo4a B OKasaHWK nomolym. Pabota
KOMaHZ MOXeT 6bITb HanpaBaeHa Ha pa3peLleHre KPMU3Knca, NCUXOCoLManbHy peabunmtaumio, MHANBUAYa bHOe
COMpPOBOX/EHMeE, CEMENHYI0 MOAAEPXKKY UV paHHEee BMeLLaTebCTBO NpPY NCUX03ax.

Cpeau $pakTopOB, NPeNATCTBYIOLLMX PA3BUTUIO BHEGONbHNYHBIX YCYT, ClefyeT OTMETUTb CTUMMY, MPUHMKAIOLLYO
3HaYeHue NCUXNaTPUYECcKon MOMOLLM, HeoMNpeaeIeHHOCTb B pacrnpeseneHnn NoHOMOUNA Mexay MUHNCTePCTBOM
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3apaBooxpaHeHus 1 MocyaapcTBeHHbIM AreHTcTBOM Obsa3aTensHoro MegmumHckoro CTpaxoBaHus, a Takxe aepuumnT

KaZlpoB, 0COBEHHO B permoHax cTpaHbl. HecMoTpsi Ha 3To, NcnxmaTpuyeckas cnyxba B AsepbaiikaHe npogonxaeTt

cBOM nepexon ot VIHCTI/ITyLI.I/IOHaJ'II:HOIZ Mozenn K npeaoCctaBieHNIO BHEOObHNYHOM nomMmoLyn.

Keywords: community care; mental health services; mental health reform,; Azerbaijan; multidisciplinary approach;

psychosocial interventions

KnioueBble cnoBa: 8He60/16HUYHAS NOMOWb; ycayaeu e 06/10CMU NCUXUYeCKo20 3(90[90869,’ ncuxuampu4eckasa
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INTRODUCTION
Azerbaijan is an upper-middle-income country in the
South Caucasus region with a population of approximately
10 million and a prevalence of urban residency. The gross
domestic product (GDP) per capitain 2020 was US $ 4,214.31,
and where 3.5% of GDP was allocated to healthcare [1].
Although mental disorders contribute to 9.1% of Disability
Adjusted Life Years (DALYs), mental health expenditure
accounts for only 3.4% of the general health budget [2].
The healthcare system is currently in the process of large-
scale reform as a result of which the majority of medical
services were transferred to State Agency on Mandatory
Health Insurance (SAMHI) financing, though certain facilities
still continue to be financed by the Ministry of Health
(MoH). The consequences of this separation have been
most pronounced for mental health services: psychiatric
hospitals and specialized outpatient centers are managed
by the MoH, and mental health services in general health
settings are assigned to the SAMHI. In this regard, mental
health care provision has a significant number of conflicting
approaches that influence decision-making processes. For
example, improved access to community-based services
is acknowledged to represent a better alternative to
institutionalization; however, only 15% of the mental
health budget is allocated to outpatient care. Another
example is a general recognition of the need to introduce
a multidisciplinary approach in care provision, but rate at
which new positions are becoming available for mental
health professionals is extremely slow. Development
of community-based mental health services requires
effective collaboration not only within the healthcare
sector, but also with other stakeholders, in particular
social welfare and education [3]. Unfortunately, mental
disorders and mental disability are still managed from
within the framework of a rigid medical-centered model
that effectively prevents the delivery of comprehensive
care, including psychosocial interventions, sheltered
housing, vocational training, supported employment,

etc. In the absence of well-developed social services, most
people with mental illness have reported unmet needs
with regard to their daytime activities, occupations, and
socialization [4].

Despite these difficulties, the mental health system'’s
transition from an institutional model to community-
based care continues. In recent years, the government
implemented important initiatives in mental health to
meet modern requirements in care provision.

The aim of this article is to review the transformation
of mental health care, describe organizational model in
mental health, indicate the advantages and disadvantages
of existing services, and discuss the principal lessons
learned in the course of such mental health reform.

BRIEF HISTORICAL PERSPECTIVE
The first psychiatric hospital, which consisted of just
30 beds, was opened as a charity initiative in Baku in 1892.
In the first half of the 20t century, various attempts were
made to open new psychiatric facilities in the framework
of the formation of the Soviet healthcare system. However,
the establishment of psychiatric hospitals was slow because
of a lack of professionals in the field, and hence there were
two psychiatric facilities in the capital and a few psychiatric
wards scattered around general hospitals in the regions [5].
The introduction of psychopharmacotherapy in the
early 1960's resulted in the development of eight new
mental health settings (so-called inter-regional psycho-
neurological dispensaries) providing both in-patient and
out-patient treatment. In the 1970s and 1980s, there
was a record increase in the number of beds, achieving
a maximum of 2265 beds in the largest psychiatric
hospital. At the same time, excessive institutionalization
in mental health went hand-in-hand with certain
destructive effects such as segregation of psychiatric
services from general healthcare, patients’isolation from
society, deteriorating quality of services, and systematic
human rights violations [6].
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The restoration of independence in 1991, accompanied
by the Karabakh War, resulted in an enormous inflow
of refugees, and a severe economic crisis resulted in the
collapse of the mental health system in Azerbaijan [7].
Over subsequent decade, these services remained
disproportionately institutionalized, over-centralized,
underfinanced, and restricted in terms of the available
range of services [8].

The adoption of the first piece of legislation on
psychiatric care in 2001, and the assessment of the
mental health system conducted by the World Health
Organization (WHO) in 2007, triggered a broader
discussion on the reformation of mental health services
in the country [9]. The subsequent decisions mainly
affected in-patient facilities through improvements
to living conditions, and the supply of medicines and
food. In addition, the number of psychiatric beds was
reduced from 73.9 to 38.3 per 100,000 [10].

With the view of taking forward the mental health
reform, the MoH established a taskforce including
mental health professionals, representatives of health
administration, and social activists. The taskforce
developed the National Mental Health Strategy and
Action Plan, which came into effect in 2011 [11]. These
documents focused on human rights protection,
enhancing governance and intersectoral coordination,
building capacities in mental health, improving quality
of services, and implementing new services, as well
as integrating mental health into general healthcare.
In line with these documents, the National Assembly
amended the Law on Psychiatric Care to entitle primary
care doctors to treat common mental disorders. The MoH
developed the relevant clinical guidelines and provided
appropriate training for general practitioners.

In addition, with the aim of strengthening psychosocial
support in Azerbaijan, the Law on Social Services and
the Law on Psychological Care were adopted in 2017
and 2019, respectively. Along with the development of
national legislation over the years, Azerbaijan has joined
international agreements such as the UN Convention
on the Rights of Persons with Disabilities, the WHO Mental
Health Declaration for Europe, and the Comprehensive
Mental Health Action Plan 2013-2030.

ORGANIZATION OF MENTAL HEALTH CARE SYSTEM
National Mental Health Centre

The National Mental Health Centre (NMHC) was
established in 2012 within the framework of the mental
health reform. The NMHC structure consists of the
Organization and Programs Department, Emergency/
Crisis Intervention Unit, Outpatient Unit, Psychosocial
Rehabilitation Unit, Child/Adolescent Mental Health Unit,
and Daycare Unit.

The NMHC is responsible for the stewardship and
coordination of mental health services at the national level.
These responsibilities include governance, monitoring
and quality assurance for mental health care, as well
as analysis of mental health statistics, drafting policy
documents (e.g., special programs, practice guidelines, and
reports), and providing expert advice for the government.
Since a significant number of mental health services are
offered by the SAMHI and the Ministry of Labor and Social
Protection, the NMHS actively cooperates with these
bodies to address mental health issues (Figure 1).

Furthermore, the NMHC develops new approaches
to care provision through planning and implementation
of community-based services in different regions of the
country. Another important activity is the strengthening

State Agency on Mandatory
Health Insurance

Ministry of Health

Ministry of Labor
and Social Protection

Administration of the Regional
Medical Divisions

National Mental Health Center

Agency for Medical-Social
Expertise and Rehabilitation

Psychiatrist's
office at district wards at general
polyclinics — 96 hospital — 2

€ J €

Psychiatric Psychiatric

hospitals — 10

Rehabilitation
centers — 19

Residential
facilities — 5

Out-patient
facilities — 5

Figure 1. Organizational structure of mental health care in Azerbaijan.
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of human resources via educational programs, training
mental health professionals, and collaboration with
academic institutions and international organizations.

Psychiatric hospitals

Inpatient treatment is provided by ten psychiatric hospitals
subordinated to the MoH. Two hospitals are located in the
capital, while the others are unequally distributed across
the country. The number of psychiatric beds is sufficiently
modest at 38.3 per 100,000 (Table 1), as compared to other
post-Soviet countries at 79.6 per 100,000 [12].

Most psychiatric hospitals have been renovated or rebuilt
as a part of the mental health reform. The average length
of stay in the hospital is approximately 60 days, and
involuntary treatment makes up 9% of admissions [13].
In 2017, as survey undertaken within the WHO project on
adults with mental disabilities living in institutions in the
European Region revealed certain deficiencies in psychiatric
hospitals [14]. These deficiencies included an absence
of any well-defined procedures for discharging patients
who have lost family and social ties, a lack of access to free
legal representation by a lawyer and/or a social worker,
a paternalistic approach (e.g., most decisions are psychiatrist-
led rather than patient-led or shared), and insufficient
coordination between services beyond healthcare.

Outpatient mental health centers

People with severe mental disorders who do not need
acute inpatient treatment receive care at the five
outpatient mental health centers available in Azerbaijan’s
largest cities, where the range of services provided varies
significantly from one center to another. Some centers
focus on drug treatment and expert examination only,
while others offer multiple services including daycare
treatment, psychotherapy, and rehabilitation. All outpatient
mental health centers are subordinated to the MoH and
therefore have a well-established referral system with
psychiatric hospitals. Until recently, the centers supervised
the work of psychiatrists at district outpatient settings,
but subsequent to the division of authority between
the MoH and SAMHI, their supervisory functions have
gradually diminished.

Psychiatrist’s office at district outpatient settings
In 2011, with the aim of integrating mental health services
into the primary care system, psychiatric dispensaries
were closed, and psychiatrists and psychiatric nurses

Table 1. Mental health resources in Azerbaijan
(per 100,000 of population)

Mental health staff Rate per 100,000 population

Psychiatrists 4.1
Psychiatric nurses 7.8
Psychologists 1.2
Social workers 0.3

Inpatient facilities

Number of psychiatric beds 38.3
Number of admissions 115
Out-patient facilities

Number of visits 1964

transferred to primary care facilities. Thus, with mental
health services being brought closer to the populace,
access for patients with both mental and physical
disorders has significantly improved, and the stigma
associated with psychiatric treatment has in some
way decreased. An psychiatrist's office is now available
in almost all outpatient healthcare settings (polyclinics)
in each administrative district of the country. Since district
outpatient settings have been organized on the basis
of catchment areas, a psychiatrist's office will typically
provide services for 50,000 to 150,000 inhabitants. Just
like all other primary health services, psychiatrists’ offices
fall under the authority of the SAMHI.

Residential facilities

The capacity at residential facilities in Azerbaijan is
18.4 per 100,000, which is the lowest amongst all other
countries of the WHO European Region [15]. There are only
five residential facilities managed by the Ministry of Labor
and Social Protection and, according to the existing
regulations, they are intended for individuals officially
recognized as persons with disabilities. Furthermore,
people with mental disabilities are rarely admitted
to such facilities due to staff concerns about problematic
behaviors and limited opportunities for medical treatment.
Therefore, up to 11% of patients lacking family and
social ties have to stay in psychiatric hospitals after
termination of acute in-patient treatment [16]. Presently
the government has initiated discussions to arrange
for sheltered accommodation for homeless people
with mental illness, allowing for their earlier discharge
from hospitals.
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Rehabilitation services

Along with rehabilitation programs implemented by
the MoH, there are 19 rehabilitation centers within the
Ministry of Labor and Social Protection. Fourteen centers
intended for adults and five centers for children are
located in different regions of the country. Only patients
with officially recognized disabilities can be admitted
to the centers, and their referrals are coordinated with
healthcare settings. Although the centers do not specialize
according to form of disability, they employ mental health
professionals to provide psychosocial interventions.

DEVELOPMENT OF COMMUNITY

MENTAL HEALTH SERVICES

Until 2011, community mental health services were
virtually non-existent in Azerbaijan. It may be noted that
stand-alone initiatives were run by a number of non-
governmental organizations, but which ultimately saw
no sustainable success due to termination of their
activities as soon as the donor's funding ended. The
idea of transition from institutional to community-based
care was first mentioned in the National Mental Health
Strategy. Chapter Ill Strengthening measures on prevention
of mental health problems among population of the Strategy
included a paragraph on establishing community mental
health services [11]. The follow-up activities marked the
beginning of the provision of community care.

Due to the lack of mental health professionals other
than psychiatrists and psychiatric nurses, the government
created jobs for clinical psychologists, social workers,
and occupational therapists at healthcare facilities.
In addition, newly recruited specialists were offered the
opportunity to undergo professional training, either in
the country itself or, indeed, abroad.

Between 2012-2014, the European Union sponsored
the Empowerment of Mental Health Service Users in Five
Regions of Azerbaijan project run by the Lithuanian non-
governmental organization, Mental Health Perspectives.
The project focused on developing community-based
mental health services, psychosocial rehabilitation,
human rights, and mental health users’ movements.
Within the framework of the project, a large group
of mental health professionals went to Lithuania
to acquaint themselves with community mental
health settings. In turn, international experts visited
Azerbaijan to promote the development of modern,
comprehensive services.

The most important tasks in launching community-
based care have been assigned to the NMHC. In recent
years, the NMHC dedicated significant effort to the
deinstitutionalization of mental health care. It should be
noted that the wide range of mental health programs, which
included programs on psychosocial rehabilitation, case
management, family support, and early intervention, were
elaborated upon by the NMHC specialists. Subsequently,
these programs have been translated into practice for
inpatient and outpatient facilities.

In 2017-18, the MoH established 14 community-based
mental health services for children and adolescents. These
services were placed at district child outpatient healthcare
facilities (child polyclinics) in various regions of Azerbaijan.
The newly established services utilize a multidisciplinary
approach provided by teams consisting of child specialists
with a variety of professional backgrounds. Such a
team would include a child psychiatrist, developmental
psychologist, educational specialist, speech therapist,
occupational therapist, and volunteers, who may be also
parents of children receiving care.

In 2021, after the second Karabakh War, the government
established community-based mental health services for
veterans, family members of deceased servicemen, and
war-affected civilians. These services were created within
general health outpatient settings and mainly employed
psychiatrists and psychologists to provide psychotherapy,
crisis intervention, and drug treatment for people
with post-traumatic stress disorder (PTSD) and other
war-induced mental disorders.

Between 2020-2021, COVID-19 seriously affected
community-based services in terms of reallocation of
funding and restricted access to mental health care.
Many outpatient settings were postponed or had their
services reduced due to strict quarantine measures. All
group activities conducted by mental health teams were
canceled. At the same time, mental health services shifted
to new modes of care delivery via telephone or online
formats. As soon as restrictions associated with the
pandemic were eased, these community-based services
restored the full range of their activities.

STRENGTHS AND WEAKNESSES

OF COMMUNITY-BASED CARE

Despite there being a relatively short history of community
mental health services in Azerbaijan, one can see
their undeniable advantages over institutional care.
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Community-based care seems to be efficient in terms
of addressing the populace’s needs in ways that are
both accessible and acceptable [17]. Patients with severe
mental disorders who were being treated in traditional
psychiatric facilities had increased the number of unmet
needs as compared to patients with the same diagnoses
receiving community mental health services [18]. As
predicted, patients reported greater satisfaction with
mental health services in the community settings, which
they found to be comprehensive, person-centered, and
recovery-oriented [19]. In recent years, significant progress
has been observed in the implementation of psychological
interventions and psychosocial rehabilitation. Many
people with mild to moderate mental disorders have been
able to benefit from counselling sessions, and individual
and group psychotherapy, while patients with severe
mental disorders have been able to gain access to and
participate in rehabilitation programs [20]. There is also
evidence to suggest that drug prescription in community
mental health settings better meets clinical guidelines
than the treatment provided by traditional psychiatric
institutions [21].

Although community-based care is considered to be
less stigmatizing, that stigma that remains associated
with mental disorders still prevents patients from
applying for services and contributes to the low priority
the government currently assigns to mental health. The
above-mentioned distribution of authority in mental
health care between the MoH and the SAMHI do not
promote community care’s ability to address the
needs of people with severe mental disorders because
of significant differences in the understanding of goals,
approaches, and decisions in the field of mental health
by each of these authorities. On the one hand, the SAMHI
administration is responsible for primary healthcare and
interested in preventing most common mental disorders,
while treatment of severe mental disorders remains
underestimated and unaddressed; on the other, the MoH
is mainly responsible for the treatment of individuals
with mental disabilities, but have significantly lower
financing and other resources with which to establish
community-based services. These contradictions may be
resolved through certain boundaries determining roles
and competencies between the two health authorities,
as well as improving their coordination and cooperation.

Due to a shortage of psychiatrists and other mental
health professionals, especially in the regions, most

mental health services are concentrated in large cities
and are barely accessible, or indeed affordable, for
people living in rural areas.

Notwithstanding these challenges, development of
mental health care is becoming increasingly important,
as evidenced by its inclusion in the Principles of the
Sustainable Development Goals (SDGs) [22]. Azerbaijan,
as a member country, has prioritized SDGs and their
targets indicators, including those addressing mental
health. In 2021, the government, in cooperation with
non-governmental and international
established the Mental Health and Psychosocial Support
Technical Working Group. This provided a platform for

organizations,

better coordination and focused inter-agency responses
to mental health needs, the implementation of standards
of best practice and global interagency recommendations,
and the promotion of the quality of psychosocial
interventions through joint capacity-building activities.

CONCLUSIONS

The model of mental health services in Azerbaijan represents
a quaint combination of institutionalized inpatient care,
and outpatient psychiatric counselling and treatment that
is semi-integrated into primary healthcare and the recently
established community-based mental health services. Due
to an absence of a unified systematic approach to mental
health services, the community care provided by the
healthcare and social welfare systems remains fragmented,
poorly coordinated, understaffed, and underfinanced.
Nevertheless, we can see a significant shift in paradigm as
a result of the increasing attention being paid to mental
health issues by policymakers, the media, and the general
public. Community-based mental health services have been
the subject of discussion at all levels of health and social
welfare authority. Moreover, representatives of international
organizations in Azerbaijan, such as the WHO, UNICEF, and
the International Committee of the Red Cross (ICRC), actively
promote programs to develop community-based services
for vulnerable adults and children.

At present, one important task facing the healthcare
system is the switch from conventional indicators (e.g., the
number of inpatient admissions and discharges, number
of outpatient visits, etc.) to service outcome indicators (e.g.,
functioning level, quality of life, and satisfaction with care).
Inthis regard, planning and implementation of mental health
policy based on service outcomes opens up vast prospects
for the development of community services in Azerbaijan.
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